MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
2914 CERTIFICATE OF DEATH 02896 


1. PLACE velar +d bee uence (Where deceosed lived. If institutian: Residence before admission) 
ou 9. 


arroll mannan || ° Varyland » coHaitimore City 


b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest tawn) 
RURAL and give neorest town) 


Sykesville 6mo. 19d. Baltimore 11 RX vol -y 


d. DMP oe (IF not in hospitol, give street oddress) d. STREET ADDRESS e. “1S RESIDENCE 
Sprin eld State Hospital 519 W. 28th Street ves L] NO 


3. pea First Middle Lost 4. a Month Day Year 
(Type or print) SARAH (SALLY) ANN AMENT DEATH March 18 19 61 


S. SEX 6. COLOR OR RACE J:7. MARRIED [] NEVER MARRIED [-] lk DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 


Female White |wivowen fy pivorceo[] |April 6, 1870 RR peeaihi Dave, || Het, eatine 


100. USUAL OCCUPATION (Give kind af work dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Weaver West Virginia U.S.A. 


13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Winfield Morgan Jane E. Morgan 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. | 17, INFORMANT Address 
Ves, a0, oF unknown) IF yes, give wor or dates of service) 4 . 
| = Springfield State Hospital Records 


coal 


ith 


@ Poge 4 


o 
~~ 


In by the funeral directar, 


Pages 1 and 2 should be fi 


the State Board af Health priar to burial, crematian, ar remaval, ond in any event, within 72 hours after death. 


24 haurs after 


No 
1B. CAUSE OF DEATH [Enter anly one couse per line for (0), (b), and (c)-] INTERVAL BETWEEN. 


= ONSET AND DEATH 
PART. DEATH MaBiAtE cause o)_“yocardial insufficiency 
a ae ! DUE TO 
é 


te) Arteriosclerotic cardiovascular disease years 


Then please remave corbon popers. 


Canditions, if any. w 
gave rise ta immediate 
couse (a). stoting the under: 
lying couse lost. (eo). 
Past Il. OTHER  hrada Sea CONTRIBUTING TO DEATH ai ane TO ie ee ees CONDITION ibaa PART 1(a)/19. NEE oo 
Ss ie associated wi cerebral arteriosclerosis 
GEERMB Se athe errs One yes] NOG 


200. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part I of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


DUE TO 


» 


20c. TIME OF INJURY Manth, Doy, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY [Hame, form, ee (City or town) (County) (Stote) 
Hour 0. m. While Nariwhale foctory, street, office bldg., etc.) 
p.m. 19 Jot work [) of work 


MEDICAL CERTIFICATION, 
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espital or attending physician. 


-- 19.94, thot (I) (we) last 


OL and that death accurred at Ae Me fram the causes and an the date stated abave. 
72b. DATE 


e Dias. —_—) 
a at > Ki. Kk Kae so tet — OO Bitcror O Fas tae ae 
22c. PHYSICIAN'S. < 
NAME (Tyee) Heinz H. Klaatsch, M.D. 


230. BURIAL, CREMATION, | 23b. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 


REMOVAL (Specify) 
March 21, St, Mary's 


24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘250. REC'D BY REGISTRAR 


Burgee F Bee 363 Falls Road cate MAR 2061 


FAL DIRECTOR: After this certificate has been signed by the attending physicion and completely fi 


page 3 shauld be detached far use as the burial-transit permit. 


22a. SIGNATURE 


AL OR A’ 
ined b: 


TO HOS) 
may 4 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 02897 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admision) 
0. COUNTY RKRiceNG 6. COUNTY 


Carroii 


b. CITY OR TOWN {If outside corporate limits, write | c. LENGTH OF STAY IN Ib ¢, CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 
RURAL ond give nearest town) 


Rural Taneytown ___ _ Rural Taneytown 


d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
/ Yes {J} NOT) 


|. NAME OF First Middle Lost 4, DATE Month Yeor 
DECEASED 


ol 
(Type or print) Ernest Osborn Armiger Sam’ =~ March 


S. SEX 6. COLOR OR RACE | 7. MARRIED [1] NEVER MARRIED o 8. DATE OF BIRTH 2. ‘ oan 
ost birthdoy 
Male White |wooweopf  oiorceol] | November 2, 1883 yes. 


10c. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. SIRTHPLACE (Stote or foreign a 12, CITIZEN OF WHATCOUNTRY? 
during most of working life, even if retired} 


omm on merchan Maryland U.S.A. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


James S. Armiger Sarah Calvert 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. }17. INFORMANT Address 


{ou ne, er unknown) {IF yes, give wor or dates of service) 
No | Miss Ye, c. ae 
18. CAUSE OF DEATH [Enter only one couse per Soe for (0), ) ond (€)-] 2), Tepertons 2M. — BETWEEN 
ONSBf AND DEATH 
PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0); 
/ ob Sx DUE TO 
Conditions, if ony, <r (by 
gove rise to immediote 


couse (a), stating the ynder- DUE TO 
Mpeg caso loat.s id 


Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO TH{ a DISEASE ae. GEN IN PART L 19. ee A AUTOPSY 
. : 7 


ol 


& Page 4 


by the funeral director, 


ond 2 shauld be filed with 


a 


Pages 


that the death certificate be executed within 24 hours after 
Then pleose remave carban popers. 


ires 


FORMED? 


Akegs i eae ond ves] No [e~ 
200. ACCIDEI ‘AS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 18.) 


OR CONTRIBOTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


The low requ 


20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, farm, | 20F. (City or town} (County) (State) 
Hour o. m. While Not while factory, street, office bldg., ee | ' 


p.m. 19 lot wark [J ot work 


ar attending physician. 
MEDICAL CERTIFICATION 


2). | certify thot (I) (this hospifol attended — from Lf 7 ___ 
sow the deceased olive on. J. thot deoth occurred at, 


Zo. SIGNATURE So 
ATTENDING MED. STAFF 
. , |.D. | PHYS. PHys. [} 


DIRECTOR 


2c. PHYSICIAN'S fr 72d. ADDR, 
NAME (T; 
(Type) RS. Me Vau “Ta 
i 230. BURIAL, CREMATION, | 23b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY h TON (City, town, or county} 
REMOVAL aad 


ema oudon emato e Rd Ba ma 


yh aa. 7 pyr We ADDRESS: 250. REC'D BY as ae 25b, Cute of SIG) Shan 
wpe 2) 7 
Taneytown, Maryland Dati 6 


ING PHYSICIAN: 
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poge 3 should be detoched far use as the buriol-transit permit. 
the State Board of Health priar to burial, cremation, or remaval, ond in any event, within 72 hours after death. 


may 


TO HOSPJTAL OR A 
‘© FUN! 


ave, 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 028 f) § 


2916 CERTIFICATE OF DEATH 


be 


~ se 
& 3 = in wigch Corosy 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
8 e. a. §) b. COUNTY d 
« 38 Carroll MARYLAND Maryland Howard 
g i. b, CITY OR TOWN (If outside corporote limits, write c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If autside corporate limits, write RURAL ond give nearest tawn) 
ie RURAL and give nearest town) x E a 
S52 Sykesville 21 days Ellicott City | Se 
shes 4 i , d. NAME OF HOSPITAL (If nat in hospital, give street address) d. STREET ADDRESS. ¢. IS RESIDENCE 
=3 BF — OR INSTITUTION ON A FARM? 
a Springfield State Hospital Sunset Drive, RFD#1 yes () No} 
< " 2 
, 3. NAME OF First Middle tos! 4. DATE Month Day Year 
al Tipe) Rarl Barnes DEATH March 23 19 61 
2 S. SEX 6. COLOR OR RACE | 7. MARRIED [ASNEVER MARRIED [] | 8. DATE OF BIRTH 9. RA a IF UNDER 1 YEAR| IF UNDER 24 HRS. 
last birthdoy! 
Male White |wiooweot oworceo] | February 12,1918] ““]3"y.. 
10a. USUAL OCCUPATION (Give kind af work done] !0b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Ship fitter - Maryland USA. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
James W. Barnes Susie Schaeffer 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. |17, INFORMANT Address 


{Yex, no. oF unknown) | UF yes. give wor or dates of service) 


No 21-12-9362 
18. CAUSE OF DEATH [Enter only ane cause per line for (0), (b). and (c)-] 
PART 1. DEATH WAS CAUSED BY: 


ra immeoiate Cause (o)_Acute peritonitis 


Springfield Hospital Records, 


INTERVAL BETWEEN 
ONSET AND DEATH 


Day 


Then please remave corban papers. 


the Stote Board af Health prior to burial, cremotion, or removol, ond in any event, within 72 hours ofter death. 


ING PHYSICIAN: The law requires thot the deoth certificote be executed within 24 hours ofter 


DUE TO 
= 

Conditions, if any, which ) »_rerforated ulcerative colitis | Week 

gove rise to immediate 

cause (0), stating the under- ( DUE TO ; 
€ lying cause lost. ~ «___Bronchopneumonia, _b: 
g & Parr li, OTHER connie CONDITIONS, INTRIBUTING TO QEATH BUT NOT Ko TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1I(a}/19. WAS AUTOPSY 
3 =| C.B.S.assoc. n Conv ai sOrder weet psychotic reaction, PERFORMED? 
a S yes fg NOT) 
eth = 200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part Il of item 18.) 
3 FY ia OR CONTRIBUTING (J) CAUSE OF DEATH 
c ~~ |G [CIF EITHER, NOTIFY MEDICAL EXAMINER) 
o s 0c. TIME OF INJURY Manth, Doy, Year | 20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, farm, | 20F. (City or tawn) (County) (State) 
3 B Hour o. m. While Nol while. factory, street, affice bldg., etc.) | 
= 3 19, era eT orcwork ' 
e 21. | certify that (I) (this hospital) attended the deceased from.March 25... 1961, toMarch 23, _ 19.61, that (I) (we) last 


After this certificate has been signed by the ottending physicion ond completely 


saw the deceased alive on March 22, 19.61, and that death accurred at3 $OQANram the causes and an the date stated abave. 


bad 


page 3 should be detoched for use as the burial-tronsit permit. 


To. pe) 2b. ae 5 
5 Sy TENDING 

Pi = 2 f eae CLL. che of Cuzie ld gp M0. Ane, Biector Orv. OK 3/23/61 
O25 ] arn y — 22d. ADDRESS 
y 7 Agustin delCampo, M.D. Springfield Hospital, Sykesville, Md. 
& £2 23a, BURIAL, CREMATION, | 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State) 
Qs. REMOVAL (Specify) ¥ 
Ales 32561 Asbury Methodist Arnold, Md 
ee NJ [24 FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 250. REC'D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 
Ve AIS (4) ‘ F.C.Higinbothom,Ellicott City,Md pate MAR 2 7°61 Clrihun f 9G 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND” 


2917 CERTIFICATE OF DEATH 02299 


al 


ae cet 
a 3 = iB PLACE OF 8 DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) WA 
ne & o 0. b. COUNTY 
= 338 Carroll vee Maryland Balto.Ci 
se alto.City 
Eo b. CITY OR TOWN (If outside corporote limits, write |. LENGTH OF STAY IN ¥b ¢. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
sO RURAL gnd give nears Po) = 
wes vkesville l2yrs.2mos.17Hays _— Baltimore Vv 4/ -L) 
Z3 oe 3 Cc d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS. e. 1S RESIDENCE 
5 sa! 5 OR venrin ON A FARM? 
ea ee Springfield State Hospital 106 S. Fagley Street ves] NOK] 
2 & 3. NAME OF First Middle Lost 4. DATE Month Day Year 
= ‘ : 
ie -te yee or iterah ox Serafina Capilli Bonanno DEATH March 28 19 61 
= Bas S. SEX 6. COLOR OR RACE |7. MARRIED IK] NEVER MARRIED [[] | 8. DATE OF BIRTH % ou! oer 
ei x . 
e coe Female White wivoweo[] —oworceo tg] | July 23, 189k 68. 
< ea a Oa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY [| 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8 3 a3 dying ng” life, even if retired) Italy U.S.A 
o-o2e = eons 
a is a &g 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
EES 
8 238 () etro Capilli Frances Ordilli 
= & $ Le NS; WAS he a eat Us. pa 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
. Ge (es, 10, inown} {IF yes. give wor or service) 
g of? Vo - 217 -O}-9Li8 Springfield Hospital Records. 
2 £8 
% eee 1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] INTERVAL BETWEEN 
Fe are ) «PART |. DEATH WAS CAUSED BY Oe reas 
vets Ses t t (foe. IMMEDIATE CAUSE (o] Pulmonary infarction Hours: 
5 tes Vig DUE TO 
ae eo Conditions, if ony, which (by 
s wees , , 
8 BES gove rise to immediote 
3 6S H couse (0), stoting the under- DUE TO 
o g%a. lying couse lost. © 
z ea 3 5 4 a it Pary ae SIGNIFICANT shatie. CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (0) | 19. eee a 
SSofs iz 
sigee =| Involutional psychotic reaction. YEH] NOS] 
Bites 5 = | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I of item 1B.) 
Zeee0 © & | OR CONTRIBUTING L] CAUSE OF DEATH 
<5222 & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2 Bess & [20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Bow es a CP eee Bie. Mbinscn cts foctory, streel, office bidg., ete.) ! 
ase a = jot work [_] of work ’ 
Gaye ‘ . : i 
z gs Pas 21. 1 certify that (I) (this hospital) attended the deceased from. March 75___ 19561.March 28 aor 1961, that (I) (we) last 
Zg<% 
rd ie Maren _¢0 ‘919.94, and that deoth occurred of3.,0%Mram the causes and on the date stated abave. 
2b. DATE 
aa Sz df j ATTENDING MED. STAFF ass 
evs 26 Eg. iLO M.D. | PHYS Ooirector OO PHYs. OF 2 
0 85 : . P pane 72d, ADDRESS 
2 5 7 
a Agustin delGampo, M.D. Springfield Hospital, Sykesville, Ma 
& z "a 230. se Mees aacelllea 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. AOCATION (City, town, or county) {Stgte) 
>> & 10" specify’ a tL 10) K 
aaa AKLAWNCEEM | ACTIMORE (4 
- = 2 JERAL DIRECTOR'S NATURE ADDRESS: 250. REC'D BY REGISTRAR 25b. REGISTRAR'S SIGNATURE 
R 1S leg, 
ea es nderd, We Use 2 32 2 8. High Ste jour MP8 3 61 Onttan af H0iinn 


MARYLAND STATE DEPARTMENT OF HEALTH 


et 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


2918 CERTIFICATE OF DEATH 02900 


1 
& 33 1, PLACE OF DEATH 2 usual RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
& £3 ) saree MARYLAND BCounm 
= a O 
Bo b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (IF outside corporate limits, write RURAL ond give nearest town) 
$2 RURAL ond give nearest town) 
32 aa ; 2 mos. 7 dag. Ha gerstown R, 6 
2s d. NAME GF HOSPITAL (If not in hospital, give sireet oddress) J. STREET ADDRESS o. 15 RESIDENCE 
oa OR INSTITUTION 2 P A =a ig 
ee Springfield State Hospital = ~ ‘no i] 
5 3. NAME OF First Middle 4. DATE Month Day Yeor 
DECEASED OF 
=; (Type or print) DEATH 19 
=o S. SEX 6. COLOR OR RACE |7. MARRIED [X} NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] If UNDER 24 HRS. 


lost birthdoy) [Months] Doys | Hours] Min, 


38s. 


11. BIRTHPLACE (Stote or foreign country) 


WIDOWED [} Divorced [] 


100. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY 
during most of working life, even if reir 


12. CITIZEN OF WHAT COUNTRY? 


House a = Maryland ILS.A. 
13. FATHER'S NAME “ MOTHER'S MAIDEN NAME 
ence Charlotte Wolf 
15. WAS. DECEASED EVER IN U.S. RED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
(Yas, 0, or unknown) | UF yes, give wor or dates of service) 17 A 7560 
= Ig Springfield Hospital Recordg —______ 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond {c)-} INTERVAL BETWEEN 


ONSET AND DEATH 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0 


ti 


17 | DUE TO 
Conditions, if >. (b) 


Then please remave carban popers. 


the State Board of Health priar ta burial, cremation, ar remaval, and in any event, within 72 hours after death. 


ING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after 


‘After this certificate has been signed by the attending physician and completely 


P gove rise to immediote 
couse (0), stoling the under: ( DUE TO 
§ lying couse lost. {(c). 
4 a Paat Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o}|19.. ea 
y eS 
a c Diahetes Md g ves NoO 
ed = 20a. ACCIDENT WAS UNDERLYING [1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 18.) 
= & | OR CONTRIBUTING E] CAUSE OF DEATH 
5 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 o 20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 202. PLACE OF INJURY (Home, form, H 20F. (County) (Stote) 
6 ray Hour 0. m. While Nettwhile, foctory, street, office bldg. jt 
= 23 p.m. 19 Jat work [J ot work [] H 
e 21. | certify that (I) (this haspital) attended the deceased from_Dec. 28, _. 19-60 to_March 5,___, 19.6] that (1) (we) last 


sow the deceased alive an..March 5, 19.61, ond that death accurred of 30MAlYom the causes and an the date stated above. 


bd 


poge 3 shauld be detached for use as the burial-transit permit. 


To. Ey TURE 7b.DATE 
iG Wares, Z, fo LG, ATTENDING MED. STAFF 

Pet) L143 £2. (BVILF ID M.D. | PHYS. ()__Dikector PHYS. Bd March 5, 196] 
62s PoaysicaA's 72d. ADDRESS 

Bae NAME(Wpe) 

*& Campo, He Bs 

pad 0. BURIAL, CREMATION, [236. DATE a, iy CEMETERY OR CREMATORY, 

252 t ah Same Ep aa 

ona «| 2 ByNERAL oMREcTOR's si@NAt st 
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eal) 


2919 


CERTIFICATE OF DEATH 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


02903 


Reg. Dist. No. 


1, PLACE OF DEATH 
9. COUNTY 


g 
8 


2 Seca perce (Where deceosed lived. 
“Veryl and 


MARYLAND 


= 


RURAL ond give nearest town) 


~ 
© 
S 
2 


¢. LENGTH OF STAY IN 1b 


b. CITY OR TOWN (If outside corporote limits, wat 


If institution: Residence before admission) 


Carroll 


b. COUNTY 


c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


[x 


Oa. USUAL OCCUPATION (Give kind of work done| 
“during most of working life, even if retired) 


10b. KIND OF 8USINESS OR INDUSTRY 


11. BIRTHPLACE (Stote or foreign country} 


3 
3 
z 
ee 
$3 
2 P 
2s Westminster, Md, fe Finksburg Nd. 
2. 2 d. Neos HaerraL 1G not in hospitol, give street oddress) j. STREET ADDRESS. e. IS RESIDENCE 
=e IN! UTION, ON A FARM? 
aa eg _ center Street NO SET ADDRESS YeL) NOE 
i bex Nursing Home $43 
5 3. NAME OF ; First Middle Lost 4. DATE Month ¥ 
@: " DECEASED. , : “OF pa Par a 
3 (Type or print) Herbert Augustus Buckingham beatH = March 2, 1961 
8 SEX 6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
— Wa M W 5 Oo Oot. 3, 1879 lost _birthdoy) Min. 
WIDOWED ial Divorced [] OCe rad 


12. CITIZEN OF WHAT COUNTRY? 


‘icate be executed within 24 haurs after 


Carpenter Construction Maryland U.S.Ae 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Edwin Nelson Buckingham Fannie Garrettson 
1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 


(IF yes, give war or doles of service) 


no 213-09-8166 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] 


PART |, DEATH WAS CAUSED tame gn. 


3° CAUSE (co) 


/ G3 4 DUE TO 
Conditions, if ony, whic 


gove rise to immediote 


couse (9), stoting the under- 
lying couse lost. 


(Yes, 10, oF unknown) | 


Ibex Nursing Home Westminster, Md. 


hae 3 apie peat 


Then please remave carban papers. 


ned by the attending physician and campletely fi 


ransit permit. 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs after death. 


DUE is 


{<) 
Part Ul, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 


PERFORMED? 
yes] No 


20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


ING PHYSICIAN: The law requires that the death certifi 
MEDICAL CERTIFICATION 


‘aspital ar attending physiciai 


220, BURIAL, CREMATION, | 22b. DATE THEREOF 


€ 

$ 

3 

o 

é3 

rag 

go 

gt 

$36 f20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED —/20e. PLACE OF INJURY (Home, form, 1 20F. (City or town) (County) (Stote) 

Sy Bitve. Bek. lbadig Wariivhite foctory, street, office bldg., etc.) 

a 2 pom 19 Jot work (] ot work [] 1 

ce = ) 

ax 21. | certify that! attended the deceased fram_{Q Be, UP REOES 10d Soe Sen Se , 190 J rhat | last saw the deceased 

<2 ; 
@: 3 alive an_. |, and that death occurred aD- -M, fram the causes and an the date stated abave. 

Os ¢ ADDRESS (Street, city or town, oie) DATE SIGNED 
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apes SIGNATURE__V “NE ESOS ON Ni. SL ee “$s oN au 
Ofar 1 (e 16 | 
Zz 2 PHYSICIAN'S, 
FE ’ | NAME (Type) eESEV\ | AEN a! 2 fen ad 4 
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z MAT! ‘Tic. NAME OF CEMETERY OR CREMATORY 
“wis Suria a Sendymount Cemetery near Westminster, I'd. 
2 2 Q 23 FUNERAL DIRE ADDRESS 2dq. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
vars Q y 254 B Main St. care WAR'G 81 Cixthan Hosa 
15M 9/58 x t = estminster, ld, 
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_ MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARTON 0 2 


21. I certify that | took charge of the remains described above, held an Autopsy [4 Inspection [4 Inquiry kk]. and in my opinion 
death resulted from: Natural causes es} Accident el Suicide ‘= Homicide fel: Undetermined manner el} 


jicate, 


je the 2 


FOR STATE 20 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 
HEALTH D 1 PLACE OF DEATH —s 5 =a 7 2. UBUAL RESIDENCE (Where decoesed lived, It Inslitution: Residence before admission) 
aes . . STATE b. COUNTY 
eS Carroll MARYLAND : Maryland Balto.City /_ 
ce z£ b. CITY OR ere Wa outside oem ns "| & LENGTH OF STAY IN Tb €. CITY OR TOWN [If outside corporete limits, write RURAL end a ne 
ee rite: en, jive neerest town; 
eg3e Sykc esville Syrs.limos, Baltimore 17 sVoO1l -¥ 
335 5 ~ d, NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street eddress) || d. STREET ADDRESS a i - IS RESIDENCE 
LEK 8 
SEB ee _ Springfield State Hospital _ ! 1526 Mt.Royal Avenue ves {] NOK] 
ee 3 a. “NRME OF First ~ Middle “ioe pest Ee eee Month Yer 
Sov i - s e 
=a ra 5 WL pall lillian Annette Elliott Coe DEATH Mareh 2 1961 
tones 5. SEX ~- [6 COLOR OR RACE) 7, sARRIED [_] NEVER MARRIED [_] | 8 DATE OF BIRTH ~—]9- AGE {in yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS, 
Sos e lest birthdey) |"Months] Deys | Hours | Min. 
BEEN Female White wioowen] —_vivorcen[]| September 2,1878 yes. | 
ent pe ) 10s, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) "| 12. CITIZEN OF WHAT COUNTRY? 
a350 done during most of working life, even if retired) 
25 8— 
Peo Me hy, New York U.S.A. 
233 $= 13, FATHER’S NAME 4 14, MOTHER'S MAIDEN NAME a oT ~ oa 7 
—~ 
Oe James B, Elliott Susan T. Howland 
ry) Ec 8 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 4 
gals (Yes, no, or unkown) | (Ifyes give wer ordetesofservice) ” 
BEE se _No ser esl - __—si|_——sC Springfield Hospital Records aS 
ie 3 a | 18. CAUSE OP DEATH [Enter only one cause per line for (e), (b), ond (c).] = + a e "] INTERVAL BETWEEN 
£295 PART |. DEATH WAS CAUSED BY: <td = 
S555 _JMMEDIATE CAUSE o__Arteriosclerotic heart disease _._ «| Years 
3 s 8a +9 DUE TO 
3555 : ony, which w_ Generalized arteriosclerosis _ , | Years. 
2s gee rise to immediete couse % +, 
eevee (0), steting the underlying ( CUETO 
gee ay cause lest, "i, te) 
Ze a G = > 
= a as g z PART il, OTHER SIGNIFICANT, CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION, ‘gy "ART Tle}| 19. WAS AUTOPSY 
854 33 i -5.assoc.with circ.dist.,with cerebral arteriosclerosis,wit me aie 
E te) 
2g cho’ Ne —— eee 
i 83 é a & “00 PRN tie React: bi DESCRIBE HOW INJURY OCCURED. (Enter neture of Injury In Pert or Pert Il of item 18.) 
i (en PRIMARY CONTRIBUTING 
& <= Sm .) 8] bora ES 
£E 3 3 20¢. TIME OF ~~ Month, Dey, Yeer | 20d. INJURY OCCURRED | 20. PLACE OF INJURY (Home, ferm, | 2 20f. (City or town) (County) (State) 
re) Bo 5 Heine om, While Not While fectory, street, office bldg., ete.) | ' 
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, CHIEF MEDICAL EXAMINER [_] 
~ 
ACTUAL 4 eis 
~) harks ora Aa.p, ASSISTANT MEDICAL EXAMINER [] DATE SIGNED 
8 Siateien DEPUTY MEDICAL EXAMINER [Jf 3/23/61 
NAME (Tyée! _ Hames T. Marsh, MD, Address (Street, city, town, or county} Ss - 
= 22e. BURIAL, CREMATION, 22b. DATE THEREOF Wede NAME OF CEMETERY OR ChbMihORT 22d, LOCATION ingle) town, or couniry) ~ (Siete) 
a EMOVAL {Sppcify} t, 
ga | Leese” 3-25-G [ ve, Llardiia) ieee 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


02903 


= ye 
S 8 es Tr ee iD 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
2 8 ie 0. STA b. COUNTY 
me Carroll Co. PND Maryland Cerroll 
@: ° b. CITY OR TOWN if outside scorers limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
Pea RURAL ond give enetile ‘ 
s2Q Rural Wes ineter, Md. 13 yrs. Rural Westminster, Md. Raf 
ie ™— ‘d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
eo P Men INSTITUTION hi ON _A FARM? 
3S anchester Road Manchester Road ves) NOY 
a 
°° 3, NAME OF iT i 5 
TY é } ool” S285 Ms Middle Last 4. DATE Month Day Year 
3b OVEN EREN A Katherine Agatha Conant pei 19 _ 6 
of ~My s. sex 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] |8. DATE OF BIRTH 9. ASE (ln goon IF UNDER 24 HRS. 
jst birthday} 
F Ww winowen [4] oworceo(] | April 19, I871 ys. poe 
10a. USUAL OCCUPATION {Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY 


during most of working life, even if retired) 
seamstress 
13, FATHER'S NAME 


Daniel Gaines 


(Yes, 0. or unknown) OF yes, A war or dates oF service) 


garment 


11. BIRTHPLACE (Stote or foreign country) 


New York State 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


14, MOTHER'S MAIDEN NAME 


Mary G. 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 


008-16-9925 


17. INFORMANT 


son Ralph Conant 


LaMoy 
Address 


Manohester Rd. 


PART I. DEATH WAS CAUSED BY: 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and ee 


INTERVAL BETWEEN 
Boge AND DEATH 


Then please remave carbon popers. 


4 JATE CAUSE (0). 
uy wa Lf DUE TO 
ins, if any, which (by 

gove rise to immediote 
DUE TO 


cause (o}, stating the under- 


lying couse lost. 


{e) 


IG PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after di 


spital ar attending physician. 
fter this certificote hos been signed by the attending physician and completely 


factory, street, office bldg., etc.) | 


Hour 0. m. While Not while 
p.m. 19 lot work {7] ot work H 
Zz 21. | certify that({l)(this haspital} attended the deceased fram 42 162 ta 


saw the deceased alive an/ 


1%... and thot death accurred at7/4-M, fram 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o){19. WAS AUTOPSY WAS AUTOPSY 
yes(] No Ee 
20a. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port | or Part II of item 1B.) 
‘OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c, TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED _ |20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 


ened ST 


dg ft Son 1 9e/, thar(D/we} last 


the causes and an the date pied abave. 
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‘220. SIGNATURE CO | { A a 
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D—Bikecror a) 


Te. Bald S 
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DIRECTO: 


22b. DATE 
“—" “A £ 967 ED 
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hes Ter Wf 


Ww. Foard ah ai ieee hos tee 


page 3 shauld be detached for use as the burial-transit permit. 


TO ee OR AT 


230. BURIAL, meno. 23b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION sell town, of ee (Stote) 
>3 ee Specify} 3 * 
BS a 3/7/61 Child's Cemetery Cornish Flat New Ha: i 
- 2 Suri ORR PR be Le ADDRESS ‘2S0. REC'D BY REGISTRAR 2Sb, REGISTRAR’S SIGNATURE 
254 Mi MAR ’ 
‘em 979) apie - We wi J — ee DATE 6 ‘61 Chitten £ Fiiasaa 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
2922 CERTIFICATE OF DEATH 


a 15 ON > 2, USUAL RESIDENCE (Where deceased lived. If institution: 


o. COU ons j b. COUNTY 
ZA MARYLAND flaca Ae 


b cory OR TOWN (If outside corporote limits, write | c. Jo. OF STAY IN Ib ) ¢ ay OR TOF iN (If outside corporote limits, write RURAL oid give nearest (mn) 


ond give neprest town) 
Af is ha jj x RALi fel Let: wf 
d. NAME OF HOSAITAL (If not in hospitol, give street oddress) d. STREET ADDRESS o- Is RESIDENCE 


OR INSTITUTIOJ ON A FARM’ 


jo ; ves i-4 


Middle 4. DATE Month Yeor 


BERS or Se, 
(Type or print) € 0X DEATH V eete. At rs 2 19 é& 
55S 4 a) tbs OR VE ~ Marriéo [AY NEVER MARRIED a 8. DATE OF BwKTH 9 Agee ace? Eup eas ir en st 
/} FE wioowen tl] —ovorceo | a / 0 - A £¥ / ee Peifer eee 


10a, USUALOCCUPATION ne Le of work coal: OF BUSINESS OR INDUSTRY | 11 /BIRTHPLACE (Stole or foreign Le 12. CITIZEN OF WHAT COUNTRY? 


durin, t st of, PS a retired) G}4 Ler { itd LAS A 


14. MOTHER’ 'S MAIDEN NAME 


Clee 14) Lov. A tiewcn. (leeg ies 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. Gre Address 


DD | 20 ig Coes boy ~"Wasupelad Pid 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (€).] INTERVAL BETWEEN 
PART I. DEATH Was causepey. Carcinomatosis NPEURNG aT 


Page 4 


by the funera 


d 2 shauld be filed with 


Tan 


es 


Pag! 


Q) 


IMMEDIATE CAUSE (o}, 


Then please remave carban papers. 


f DUE TO 
42,74 ae % Carcinoma of Rectun l2 yrs 


gove rise to immediote | 


coute (0), stoting the under. ( DUE TO 
lying couse lost. © 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. ae eae 


Arterio Sclerotic C * V disease ves] No BY 


200. ACCIDENT WAS UNDERLYING []. 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port tt of item 1B.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


oF 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) {County) (Stote) 
Hour o.m. While Not while foctory, street, office bldg., etc.) | 
p.m. ww jot work [] ot work [JJ Hl 


21. I certify that (1) (this a attended the deceased fromAugust____--_. 19-59, .ta_March-10__., 1961, that (I) (we) last 
saw the deceased alive an._. = 19.61 » ond that death accurred at Z-pM. fram the causes and an the date stated abave. 


ZZ¢ PP ss acre 
y ATTENDING MED STAFF NED 
.O.[PHYS. sf] birector PHYS. 


22c. PHYSICIAN'S 


NAME (Type sf C.Porterfiell,M.Ds. me soo mpstead yMde 


is certificate has been signed by the attending physician and campletely 


IG PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after d 
MEDICAL CERTIFICATION 


spital ar attending physician. 


IN' 


DIRECTO 
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OR AT 
pined by 
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MARYLAND STATE DEPARTMENT OF HEALTH 
ISION STATISTICA! ‘Al ANI ‘DS — BALTIMORE 1, MARYLAND ‘ 
298 02905 


oot. SERTIICATEOF OEAUH, iw 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
a. COUNTY Mavis a. STATE b. COUNTY 


a_i 


arro Ma ee land 
b. CITY OR TOWN (If auiside carporate limits, write | c. LENGTH OF STAY IN 1b c, CITY OR TOWN (If autside corporate limits, write RURAL and give nearest fawn} 
RURAL and give nearest tawn) 


: S €e 00 

Sykesville 4 yrs./5 mos Baltimore #2 = Vat 
d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 


Springfield State Hospital 924 N. Calvert St, ves] NOI 
. NAME OF First Middle lost 4. DATE Manth Doy Year 
(Type ar print) Charles Henry CRONHARDT, Jy. Seam 2 11161 
5. SEX ie OR <i 7. MARRIED [] NEVER MARRIED [QJ | 8. DATE OF BIRTH 9. AGE (In years IF UNDER 24 


. Page 4 


by the funeral directar, 


24 hours after d 


Pages | ond 2 shauld be filed with 


the State Board af Health prior to burial, crematian, ar remaval, ond in any event, within 72 hours after death. 


last birthday) Manth: He Mi 
male white —_|woowed] _ pvorceo C] 16 ah Pe a 


10a. USUAL OCCUPATION (Give kind af wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar fareign cauntry) 112. CITIZEN OF WHAT COUNTRY? 
during mast af warking life, even if retired) 
Maryland U.S.A. 


Time 


13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Charles H. Cronhardt Louise Long 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY mal INFORMANT Address 


{fes, no, oF unknown) (IE yes, give wor of dates of service) 
| Springfield Hospital Records 


No 
Ti z INTERVAL BETWEEN 
1B. mar Ra? eae per line far (a), (b), and (c)-] ONSET AND DEATH 
OS IMMEDIATE CAUSE (a)_ Pneumonia right lung days 
4 > DUE TO 
Canditions, if any, whi (b, Arteriosclerotic heart disease. ears 
gave rise 1a immediate 
cause (a), stating the under- ( DUE TO 
lying cause last. (©). 


Paar Wl. See bran CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TE em DISEASE INDITION GIVEN IN PART 1(a)| 19. eal 
senile, brain disease w foe  DSYC ce reaction P 
CBS assoc. iP aestaRBA RB. of metabolism, Brow A’oe nutrition, with ves NoO 


20a. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part Il af item 18.} 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, | 20f. (City ar tawn) (County) (State) 
Haur a.m. While Nat while factary, street, office bldg.. etc.) | 
p.m. 19 Jot wark [] at wark [J t 


21. | certify thot (I) (this haspital) attended the deceased from.. 10/4/56... ee, to 3/1/61. 19____, that (I) (we) last 
saw the deceased alive on... 3/11/41. 19. and that death occurred at82~ aah ‘the causes and an the date stated above. 
20 ATURE x / 2b. DATE 
br OI Civcvfeg. al EO Bows Eg 1 
— 


2c. PHYSIMEIAN’S, 22d. ADDRESS 
NAME (Type) 


Then please remave carbon popers. 
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Agustin del Campo, M.D 
239. BURIAL, ERATION: 23b. DATE ee 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, lown, ar caunty) (State) 
REMOVAL (Specify) = 25 ¢ e a 
| “Burial |¢ ~““ “<—/ | Druid Ridge Pikesville ,Md. 
BAL DIRECTOR'S SIGNATDRE ADDRESS 250. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
by 3 61 Cutten f 


Litt fe tees 2 Gf _| vate 


SPPZTAL OR AT’ 
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page 3 should be detached for use as the burial 


may 6 
TO FUN 


TO HO: 
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MAR’ RYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


ze ta Filo GER TIFICATE OF DEATH ik 


2. USUAL ee (Where deceased lived. Il institution: Residence before admission) 
MARYLAND ? fb. CE a ; 
L AEE 


B ci OF on (if et corporate limits, write] c, e7 OF STAY IN 1b wei OR TOWN, ” butside mee 3 Jimi, write RURAL ond give» nearest town) 
nearest es 4 > 
ONde Z Ciba | 4. LM i Arex ALES 


d. tia ae HO; Pita L (UF ee Cspitol, give street EL ‘d. STREET SODR ESS. = e. IS RESIDENCE 
ON A FARM? 


OR INSTITUTION 
Brookfield Manor 7A Yes [} NO 
Lost 4. DATE Day Yeor 


Month 
. Be CAStD y/ a OF 
A (Type or print) 4. (si SEfY "PEWS AM) >) RAR DEATH al \nec h [& 19 & f 
S 5. SEX 6. COLOR OR RACE ]7. maRRiEDEI-NEVER MARRIED [7] |8- OATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
~ {/ 2 veg Doys Min. 
i Pe monet mec | Dep 7 dict! 


10a. USUAL OCCUPATION (Give Kind of work done] 0b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (Stote“er cts Le 12. CITIZEN OF WHAT COUNTRY? 
d Dit af working life, even if retired) 


oad 


fad 


1, PLACE OF DEATH 
©. COUNTY, Z; 


Page 4 
director, 


ind 2 should be filed with 


in by the fui 


e 


gd 


Ta Morne MAOEN Nal 


| fel Se Le 
15. WAS DECEASEPEVER IN U.S. ARMED FORCES? 116. SOCIAL SECURITY NO. |17. INFORMANT 
(Yer. 0, 0¢ unk {If yen, give wor or dotes of service) 2 pe | 
2/2-0/-5 


18, CAUSE OF DEATH [Enter only one couse eo Tine For {9}. (b), ond (c). ; 


PART I. DEATH WAS CAUSED 8 al : Z 

Wats Rn Gre ane neg ad (A twes Awe SoM AX 
+ ¢ a C) QUE TO 

Conditions, if ony. which ) 
gove rise to immediote 


7 A4H4 


INTERVAL BETWEEN 
ONSET AND DEATH 


See 


quires that the death certificate be executed within 24 haurs ofter d 


cotse (0). stoting the under 
lying couse lost. ©) 


€ 

co] 

g Zz Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO, DEATH SUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (e)[19. WAS AUTOPSY 

y eb? j j ’ . =<" 5 J xt . : ’ 

4 s Old kf hewn ang. RES) EVE. Sa.reS de catilie wierd vsO nop 

2 = | 20a. ACCIDENT WAS UNDERLYING L]__|20U. DESCRIBE HOW INJURY OCCURRED. (Enter notube of injury in Port | or Port Il of item 18) 

3 © | OR CONTRIBUTING L) CAUSE OF DEATH 

§ © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

3 s 20c. TIME OF INJURY Month, , Year eae See 20e. PLACE OF INJURY {Home, farm, | 20f, (Cil tH Stote 

6 8 Hour 0. m. ey! factary, street, office bldg. etc.) eee (County) {Stote) 
: g 

s g ake 9 


STC JEL. 19_____,that | last saw the deceased 


2M, fram the causes and an the date stated above. 
ADDRESS (Street, city or town, stole) . DATE SIGNED 
ACTUAL 


SIGNATURI SS. Maria, Ub on tt 2_P\d 3 [helt | 


sere — ” H. — SOF a fa CRESS rere 


E3 LOCATION (City, town, or county)” (Stote) 


“a Yee. Z tet cd Of. ay, 
2éo, REC'D BYAEGISTRAR | 24b. REGISTRAR'S SIGNATURI 
pare MAR 21 '61 Clnihun &, Kana 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


2925 CERTIFICATE OF DEATH 


ot 


saw the deceased alive an__. 


3mL in --- 196) and that death occurred at'72 30, 


im the causes and on the date stated abave. 


o Po. SIGMA TURE 226.DATE 
SS ity o ATTENDING ‘MED. STAFF SIGNED. 
3 thin Le Cnrfac M.p. | PHYS. O_pirector O) Pus. Mar 
£5 22d PHYSIC! 22d, ADDRESS 


‘23a. BURIAL, CREMATION, | 23b. DATE THEREOF 


~ 
S 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceoted lived. If institution: Residence before odmision) | \/ 
io . COUNTY neers, b. COUNTY fredireK 
arro Harland Baltimore.__ 
ES b. CITY OR TOWN [If oulside corporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN ‘if outside corporote limits, write RURAL ond give nearest town) 
RURAL ond digive nearest town) } = 
7° , 
5 e 1 mo.2] das. | Oj - 
2 ray / d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS. e. IS RESIDENCE 
ro OR INSTITUTION ON A FARM? 
“ — 
2 pringfield State H ospita Bipiekw2c', 
2 3. NAME OF Fit Middle tost 4, DATE Month Day Yeor 
x es DECEASED OF 
— 3% (Type or print) y 19 61 
£ es S. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [_] |8. DATE OF BIRTH 9. AGE {In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
iS eat 5 lost birthdey) [Months] Days | Hours] Min. 
2 2s a ol wibowen Gp bivorceo [] 5_ 5-77 yrs. 
2 IN (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country’ ; 
S £8 10a. USUAL OCCUPATION (Give ki forei ) 12. CITIZEN OF WHAT COUNTRY? 
3 8 ¢ during most of working life, even if retired) 
8 Bk H = West. agree IL.S..A 
Sak 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
© 
2 o8 
0 ere 
a a ee 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? ]16, SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
5 6 — 5 (Yes, no, oF unknown) | (IF yes, give war or dates of service) 
v o> 2 
2 Pes No. i = Springfield Records 
° 28s 18. CAUSE OF DEATH [Enier only one couse per line for (0), (b), ond (c)-] INTERVAL BETWEEN 
& 526 ONSET AND DEATH 
BS os PART |. DEATH WAS CAUSED BY: 
Samm cs ye se ()_Bronchopneumonia ys 
5 == 5 V Ly 7 / DUE TO 
ae 
= 229 Conditions, if ony, whch ms 
$ Bes ise 10 immedion 
RE gove rise to immediote 
te: Uae ; " + DUE TO 
5 §asg couse {o), stoting the under- 
& g°3 ts lying couse lost. (eo) 
SE ca5 fa Se 
mek oes rd) & Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 6UT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTOFSY 
2Saols = 
fase S|_@BS asso sanile braindisea hp ho ves Nod] 
~ e525 = [200. ACCIDENT WAS. ONDERLYING [a] | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
23505 & |OR CONTRIBUTING LJ CAUSE OF DEATH 
<gee_ © | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
ne eed es 
Zssss & ]20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {(Stote) 
S5bys Fs ee {ae ar mie foctory, streat, office bldg., ste) | 
zs32°2 = p.m. lot work [-] of work 
oa,528 éL 
Zesak 21. | certify that (I) (this haspital) attended the deceased from. + IQS, that (I) (we) last 
<ce 
8 
= 
‘o 
i 
8 
3 
et 
2 
a 
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eS 


poge 3 should be detoched for use os the bui 


TO HOSELTAL OR "@o 
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———— 
"Sal Mote 2 
ADQRESS: 


ABEMOVAL (Sppcif 
pe Wiel" \ Ver fel 
2 24, or D ee SIGNATUR Aq 20. * Baty Poor ‘28b. REGISTRAR'S SIGNATURE 
VR AIS 5 7 4 b 
SM oe oe LA bivceecnietle ¢ Jt f{\ot 


Sods CH 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


ive 


CERTIFICATE OF DEATH UeGUS 


Poge 4 


e 


by the funerat directar, 


ind 2 shauld be filed with 


e 


=A 
1. PLACE OF DEATH a eer ce (Where deceased lived. If institution: Residence befare odmissian) 
MARYLAND || © Maryland & COUNTY’ “Bal togmuty. 
b. aia OR TOWN {if oe sierpo ere limits, write ¢, LENGTH OF STAY IN 1b c. CITY OR TOWN (If autside carporate limits, write RURAL and give nearest town) 
ae a 3 
esvilie lyr.7mos.15days Baltimore 18 RVO1- 4 
d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
TION ON A FARM? 
dnefield State Hospital 2010 St. Paul St. ves] NOU 
Middle tost 4. DATE Manth Bar Year 
Sophia Meta Dehrman DEATH March 29, 19 61 


Poges 


6. COLOR OR RACE 


7. MARRIED [7] NEVER MARRIED [1] | 8. DATE OF BIRTH 


WIDOWED PQ DIVORCED [] March aly 1889 


9. AGE (In years [IF UNDER 1 YEAR] iF UNDER 24 HRS 
wignnsey) Manths| Doys | Hours] Mi 
yrs. 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign cauntry) 
sugeg oEy caf warking life, even if retired) 
ewing 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


Franklin-Uniform Co Maryland Balto. 


13, FATHER'S NAME 


Ulrich Bruberger 


14. MOTHER'S MAIDEN NAME 


Fredricka Grages 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? 
IF yes, give wor or dates of service) 


16. SOCIAL SECURITY NO. |17, INFORMANT Address 


216-09-278: Springfield Hospital Records. 


18. CAUSE OF DEATH [Enter only ane cause per line far (a), (b), and (c)-] 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) 


UQ0s0 DUE TO 


Canditians, if any, which 
gove rise ta immediate 
cause (a), stating the ynder- 


Then please remave carbon papers. 


)_ Coronary Occnlsion days 


INTERVAL BETWEEN 
ONSET AND DEATH 


)_Myocardial Infarction. 


gs 


|, cremation, or removal, ond in any event, within 72 hours after death, 


ficate has been signed by the attending physician ond campletely fil 


P, Ml. OTHER SIGNIFICAY IDITIONS CONTRIBUTING, TO DEATH BUZ NOT RELAJED TO ‘ka et DISEAS| DITION GIVEN IN PART 1(a}| 19. WAS AUTOPSY 
C.B. + as ge cerebrat arteriosclerosis withou qua g PERFORMED? 
fase. (Aphas ves) No] 
20a. ACCIDENT WAS UNDERLYING [) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Ii af item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY = Manth, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Hame, farm, 1 20f. {City ar town) (Caunty) (State) 


ING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs ofter d 
MEDICAL CERTIFICATION 


© 


spital ar attending physician. 


fter this certi 


u 


factary, street, office bldg., etc.) i 
1 


While Nat while 
jat wark [] ot wark 


QAMom the causes and an the date stated abave. 


ined by 
DIRECTO 


PITAL OR ATT, 


22b. DATE 
IG i 
[ANS OINS 3 Bitcror OO BRVS. B 3/29/66 
— 22d. ADDRESS 
Agustin delCampo¥ M.D. Springfield Hospital, Sykesville, Md. _ 
23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, tawn, ar caunty) (State) 


or 


page 3 should be detached for use as the buriol-tronsit permit. 


the State Board of Health prior ta buri 


REMOVAL {Specify} 


may 


TO HOS! 
TO FU: 


24. FUNERAL DIRECTOR'S SIGNATURE 5 
harles E.Schimunek Funeral Home 
Brehms Lane 


vi 
1 


Cemetery 


ADDRESS ‘25b. REGISTRAR’S SIGNATURE 


Cito 8. Hiasae 


25a. REC'D PIREGISTRAR 1 


DATE 


ad 


MARYLAND STATE DEPARTMENT OF HEALTH _ 
DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


AIQT __.__, CERTIFICATE OF DEATH 


Page 4 
irector, 


e 


by the funer 
ind 2 should be filed with 


a 


#. 


Page: 


1. PLACE fo 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission} 
. COUN o. STATE b. COUNTY 
MARYLAND 
Carroll 
b. CITY OR TOWN (If outside corporote limits, write ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN [If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) > 6 / ~Lj 
yke sx 3 10 mos, Baltimore #5 SV 
d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
Springfield State Hospital 1601 E, Madison St. esa Som 
. NAME OF First Middle: Lost 4. DATE Month Doy Yeor 
DECEASED e 6 OF 
yee or pin PAW E LO Pay) Ew cHUKC® BUNCHUK peu ee ES 
5. SEX 6. COLOR OR RACE [7. MARRIED [[} NEVER MARRIED [7] | 8. DATE OF BIRTH ie ee IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthdoy] Doys | Hours} Min. 
make white |wirowenC] { oivorceo 1-14-83 8 


10a. USUAL OCCUPATION (Give kind of work done| 


0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 


Then pleose remove corbon popers. 


|G PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after di 
MEDICAL CERTIFICATION, 


er this certificote has been signed by the attending physician and completely fi 


spital ar attending physician. 
ed for use as the burial-tronsit perm 


©. 


ined by 
DIRECT! 


hin WATER FRONT Russia 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
vn kK EWCHUK UN«K 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY vi INFORMANT Address 
(Yes, no. oF unknown) {IF yes, give wor ae dates of service) 
ass ee 216-09-0189 4 Springfield State Hospital Records 
1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-} faalure INTERV ALIBETWVEEN 


PART | DEATH Was ci canst jo__Arteriosclerotic heart disease with congestive years 


+4- is. € DUE TO 


os 
Conditions, if ony, which ©) 
gove rise to immediate 


couse (0), stoting the under- ( PVE TO 
lying couse lost. Cy 
Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
BS_asso h_arteri erosis h psychoti ea on ves] NOLX 


A iw) O wi 
200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED =| 20e. PLACE OF INJURY (Home, form, | 20f. (City or lown) (County) (Stote) 
Hour o. m. wi Not while: foctory, street, office bldg., etc.) | 
pom. 19 Jot work [J ot work (J i 


2. | certify that (1) (this haspital) attended the deceased fram._/ 27160. 19._ to. 3/4/61, 19... that (1) (we) last 


saw the deceased alive an.__3, 4/61. 1 Gn Sede the causes and an the date stated abave. 
Po. SIGNATURE 


2b. DATE 
67 , del G ATTENDING _ MED. STAFF SJGNED 
LA f y M.D. | PHYS. Director [} _ PHYS. 
—s 


‘22c. PHY! SIZIAN'S 22d. ADDRESS 
NAY 


+ ond that death accurred ai 


(Type) 


* 


poge 3 should be detac! 
the State Board af Health prior to burial, crematian, or remavol, and in any event, within 72 hours after death. 


may 


TO HOSRITAL OR A 


TO FU 


Agustin del Campo, M.D. Sykesville, Maryland =o 2 
230. EVAL 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stote) 
BIR |\MAR7 /961 | Hoty TRINITY CE ELERID EE 77d 
24. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC’D BY a Wb. plc ibiris SIGNAT) aa 
WAbst tere jkno & Lot Ago ST on™ Ci A eat 


Vv rae 


oe 4 


by the funeral directar, 


id 


Pages 1 and 2 shauld be filed with 


ital or attending physician. 
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DIRECTOR: After this certificate has been signed by the attending physician and campletely fil 


ALOR ATT 
ined by 


MARYLAND STATE D 
DIVISION OF STATISTICAL RESEARCH A 


CERTIFICATE OF DEATH 


EPARTMENT OF HEALTH 


ND RECORDS — BALTIMORE 1, MARYLAND 


02940) 


1, PLACE OF DEATH 


0. COUNTY 
Carroll MARYLAND 


b. CITY OR TOWN (If outside corporote limits, write 
RURAL ond give necrest town} 


c. LENGTH OF STAY IN Tb 


9mos.16 days 


a re peenice (Where deceased lived. If institution: Residence befare jugt 4 


Maryind b. COUNTY city 


c. CITY OR TOWN (IF outside corporote limits, write RURAL and give nearest pa 
\ 


Baltimore 18 3V hye ] 


d. NAME OF HOSPITAL (If not in hospital, give street address) 
OR INSTITUTION 


Springfield State Hospital 


d. STREET ADDRESS e IS TeSIDRCE 
ON A FARM? 
2926 Harford Road ves (No Gt 


First Middle 


Hattie Young 


NAME OF 
DECEASED 
(Type or print) 


5. SEX 


6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] 
Female 


White wioowen PX} Divorced (] 


Lat 3 Month Doy Year 
Folckemer March 3, 1961 
B. DATE OF 8IRTH 9. AGE (In years IF UNDER 1 YEAR) IF UNDER 24 HRS. 


last birth; . i 
November 12, 188) last me Months] Doys | Hours] Min. 


yes. 


10a. USUAL OCCUPATION (Give kind af work dane|10b. KIND OF BUSINESS OR INDUSTRY} 11. BIRTHPLACE (Slate or foreign country) 


during most of working life, even if retired) 


Sewing - 


112. CITIZEN OF WHAT COUNTRY? 


Maryland U.S.A. 


13. FATHER'S NAME 


George Young 


14. MOTHER'S MAIDEN NAME 
Margaret Jones 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 


(fe. 7 Coe (yes, oe (or dotes of service) 218-0 32707 


17. INFORMANT 


Address 


Springfield Hospital Records: 


Then please remave carban papers. 


¢ burial-transit permit. 


MEDICAL CERTIFICATION 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond {c).] 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o}. 


Acute myocardial infarction 


INTERVAL BETWEEN 
ONSET AND DEATH 


hr. 


Se DUE TO 


Conditions, if any, which ) 


Arteriosclerotic cardiovascular disease 


Years. 


gove rise ta immediate 
coute (a}, stating the under. (| OVE TO 
lying cause lost. {e) 


0, Bes SUB DELETE WLR EPO aS 


O cert 


NOT RELATE! poh! TENS 


Eee IDITIQN GIVEN IN PART 1(0)/19. WAS AUTOPSY 
osclerosis with psychotic 


PERFORMED? 


yess Note 


20a. ACCIDENT WAS UNDERLYING 0) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 18.) 


Yeor | 20d. INJURY OCCURRED 


While Not while 
lat wark [[] ot wark 


20c. TIME OF INJURY Month, Doy, 
Hour o. m. 


20e. PLACE OF INJURY (Hame, aa 1 20F. (City or town) 
foctory, street, office bldg,, etc.) | 


(County) {Stote) 


yi 


ATTENDING MED. STAFF 
PHYS. DIRECTOR [] PHYS. 


22c. PHYSICIAN'S. 
NAME (Type) 


eh — Gladue, M.D. 


2d. aoe 


23a. BURIAL, CREMATION, 37 ¢/ THEREOF 


REMOVAL (Specify) 
DR oe 4 [1H 6 ( 


Wc, NAME OF CEMETERY OR CREMATORY 


Pnakes sod Cometer 


%d. LOCATION (City, town, or county) 


erkvil 


{State} 


Ent Lie, bnets MJ 


24. yy JNERAL oe s, =ear Ute ADDRESS. 


250. REC’D BY REGISTRAR 


OVD 6. 161 


‘2Sb, REGISTRAR'S SIGNATURE 


eta tine, 


LAGS: 2.09 Vouk tel BatInae wih 


* 


: MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 029 i a 
4A 


2924 CERTIFICATE OF DEATH 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission} 


. a Pe a MOYuew °. "OD gi, | Loon dl. b. COUNTY Las beoC 


b. CITY OR TOWN (IF outside corporote limits, write | c, LENGTH OF STAY IN 1b ae OR TOWN {If outside corporate limits, write RURAL ond give nearest town) 


RURAL ond give nearest town yy fe s ners 
AAS hep LEL TOR YO Fa / AA é LEIP, Se 


4. NAME OF HOSPITAL (If not in hospitd, pive sreey/addren) d. STREET ADDRESS ¢. Is RESIDENCE 
Sif (ae a evans 2604 u tea. S7 2 | oso nog— 
3. NAME OF First 5 Middle P Lost 4. DATE Doy Yeor 
: j ~ DC f 
tee ere AWPRY PTS PNCZL PK Z5 {4 _deata LT 72 __ 6, 
5. SEX 6. p08 OR RACE |7. MARRIED PP} NEVER MARRIED [] i; DATE OF BIRTH iF AGE {In yeors 


ZZ. CAAALA _\Nivowen [] pivorceD [] LNA VY LEGB Ye 


10a. USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 
ing most of working life, even if retired) | a y 


z. Z 
Lz eee 2 fl 2 VLE VPietttater 
13. FATHER'S NAME Ma 7 ry 14, MOTHER'S MAIDEN NAME 

bi ‘gf eat Ata ber PPLE ge 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAVSECURITY NO. V/JNFORMANT ; 
: 


(Yau. no. oF unknown) IF yes, give wor or dates of rervice] 6 a aa: - 
on a lA Doel >, AT aaete Be 
ae f See LEB 

18. CAUSE OF DEATH [Enter anly one couse per ling. for (0), (b), ond (c). INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) orf a 
% 


ig 4 DUE TO 


Conditions, if ony, which Cthanceclon read zy is 


gove rise to immediate | 


wl 


Page 4 
director, 


& 


by the funeral 


& 


Then please remave carban papers. Pages land 2 shauld be filed with 


|, and in any event, within 72 iS 


th. 


couse (a), stoting the under ( DUE TO 
lying couse last. (c). 


Part Wl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO Tgp PNUNRU EL SEASE CONDITION GIVEN IN PART 1(0}|19. WAS AUTOPSY 
da 7 PERFORMED? 
MAAR Ait Qiirtan ABD aE ys) NOPK 
WAS UNDERLYING 0) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part {I of item 18.) 


ING 1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


© 


MEDICAL CERTIFICATION 


0c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20F. (City or town) (County) (Stote) 
Hour 0. m. While Not while factory, street, office bldg., etc.) ! 
1 


p.m. jot work [J of work (] 


21.1 certify that (I) (this hospital) gttended the deceased from ff... 195-9, to BS) eee _ 19GL, that (I) (we) last 
saw the deceased alive an. Pl 19.G/, and that death accurred at2/4.M, fram the causes and on the date stated abave. 


Za. SIGNATURE 7o.DATE 
SS y ATTENDING ED. STAFF 
Arot ey, Ary M.D.| PHYS. pirector C) _PHYs. O 
22c. PHYSICIAN'S ¢__ 72d. ADDRESS x 


Bea wa \urs Che ke (§4,WOrer 


23a, BURIAL, CREMATION, | 23b. DATE THEREO Zc, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stote) 
REMOVAL (Specify) 8 " | DP. y G g / , 3 
ME pem Ce | - (vite bf Settle HDL A+ Mhs4 ZL ISO 


F 
24, FURERAL DIRECTOR'S SIGNATORE, Ay F % 5a. REC'D BY REGISTRAR~ |°25b, REGISTRAR'S SIGNATURE 
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spital ar attending physician. 
DIRECTOR: After this certificate has been signed by the attending physician and campletely 


page 3 shauld be detached far use as the burial-transit permit. 


ined by 


the State Board af Health priar ta burial, cremation, ar remavol 


TO  % OR ma | 


‘3 - J? Ligh? Lf Z : loatgap 44 '61 Cothun £ Haus 


r/ 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
2930 CERTIFICATE OF DEATH vigil 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmissi Ig 


"Carroll marwano || ° “Maryland » COUNTY Howard 


b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b €. CITY OR TOWN (If autside carporate limits, write RURAL ond give neares! town) 
‘Al_ond give neores! town) 


ykeaville 24 years Florence vA Te 


d. NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS. e. TS RESIDENCE “" 
ON_A FARM? 


Bullen Nursing Home RFD Woodbine YE9E] No LD 
ie RES First Middle Ky Year 
(Type or, print) Victoria Mae Gilliss 19 61 


6. COLOR OR RACE | 7. MARRIED (_] NEVER MARRIED iz} B. DATE OF BIRTH 9: portnvess IF UNDER t YEAR) IF UNDER 24 HRS. 


Female hite winoweng}] —vorcto] | March 9, 1880] 81 = 


10a. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most af working life, even if retired) 


Housewife Own Home Howard Co., Md. USA 


13. FATHER'S NAME 44. MOTHER'S MAIDEN NAME 


John R. Lewis Mattie V. Poole 
fee es Po US abe hs 16. SOCIAL SECURITY NO. INFORMANT Address 
No None Mrs Evelyn M. Eyler, Woodbine, Md. 


18. CAUSE OF DEATH [Enter only one cause pys-line for {0}, (b}. ond (c)-] INTERVAL BETWEEN 


" = wee ONSET AND DEATH 
PART 1. DEATH WAS CAUSED BY: i » f n Y é . 
IMMEDIATE CAUSE (0) f+ ha ae, LAL, Z U/l Oe 2 Miri 
: ra DUETO ~~ 17° Dp 
a a \ ae wo Ltefa dia, Las tan 
gave rise to immediote uy tT 


DUE TO / 


2 
hinpemelen | Lean Crtinl Wry trees , L/GE/ 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. Le eediae. 


yes] no] 


cose 


.) Page 4 


by the funeral disectar, 


ele 


Pages 1 and 2 shauld be filed with 
; . 


Then please remave corban papers. 


the registrar priar ta burial, crematian, ar removal, and in any event within 72 haurs after death. 


200. ACCIDENT WAS UNDERLYING 1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port fl af item 1B.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY [Home, form, | 20f. (City or tawn) (County) (State) 
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lost birthdoy) 
Male a. |moomopa wore [Sept jo, IF¥o | “e'om|"™| 


10a, USUAL OCCUPATION (Give kind of work done] 106. KIND OF BUSINESS OR INDUSTRY i BIRTHPLACE (Stote or foreign country) V2. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
qd s 


oy Bathe 
() Anthony  He)fyie Thilomena 


13. FATHER'S | NAME 14. MOTHER'S MAIDEN NAME 
15. WAS DECEASED EVER INWU. S. ARMED FORCES? |16. SOCIAL SECURITY NO. }17. INFORMANT Address 
(fer, #0. oF unknown} Uit yen. give wor or doter of service} 


18. CAUSE OF DEATH [Enter only one couse per line for (0), {b). ond (c).] 


PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


Ly a mtg DUE TO 


ns, if on 

v to immediote 

cote (o}. stoting the under. ( OVE 10 
lying couse lost, © 


Past Il. OTHER SIGNIFICANT CONDITIONS. ae TO DEATH BUT NOT REI 


Then please remove carbon papers. 


D TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 110) |4 "hee AUTOPSY 


PERFORMED? 
(ms 
200. ACCIDENT WAS_UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item $8.) \ 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


ves] NO] 
+ SE I-77 er ener eee 
20c. TIME OF INJURY Month, Day, Year |20d, INJURY OCCURRED — {20e. PLACE OF INJURY IHome, Form, 1 20t. {City oF town) (County) (Stote) 
Hour 9. m. While Not while foctory, street, qttigf bidg., ote.) ! 
p.m, 19 fot work [J] of work [J s i 


ay, 
21. | certify that | attended the deceased fram... _£Z_____, baoay to? _7___ 2. 1. Gd that | lost saw the deceased 


> 


, cremation. or remaval, and in any event within 72 hours after death. 
MEDICAL CERTIFICATION. 


spital or attending physician. 
ter this certificate has been signed by the attending physician and campletely fi 


SING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours ofter deg 


poge 3 shauld be detached far use as the burial-transit permit. 


3 alive an__. 1 JO. , and that death occurred at Z__ A= M, fram the causes and an the date stated above. 
pwose He [ADDRESS (Sireet, city of toyfn, stote) DATE SJGNED 
<5 5 ~ ACTUAL aX 
evo Ss SIGNATURI Le 
Oesgra am 
re 5 PHYSICIAN'S 
e 3 NAME (Type) cE Sot EEE Re RE TEE ne OA ESS 
BS > To. BURIAL, ero Mb. DATE ra) iar OF en ‘OR CREMATORY 72d. LOCATION (City, town, or county) (tote) 
ae Busviay |S ney Cm} I d M 

€ £ on nat oo d. % 
ee Ee FUNERAL DIRECTOR’ $5 TURE 4 = ) ‘Zha, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
ANS (4) ’ , 
Wage aR wed Ki 7 Pash =19, W Lary [Lderloare MAR 9°61 Cath of Fasat 


MARYLAND STATE DEPARTMENT OF HEALTH 


9 9 2 ISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
wv 


esl 


3 \ aye CERTIFICATE OF DEATH Qo 
cs 
2 3 z ie PLAGE OF DEATH x USUAL RESIDENCE (Where deceased lived. If institutian: Residence before admission) 
2 °. a. STA b, COUNTY 

ee Carroll eres Maryland 
@ ° b. CITY OR TOWN (If outside corporate li ite |. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
o g RURAL ond give neorest town! é = Py d 
aes Henryton 120 days Baltimore ~== |) {| —-Y 
2 oe d. NAME OF HOSPITAL (If nat in hospital, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
o = S XX OR INSTITUTION ON A FARM? 
¢ sSSOR ‘ pi Homeless MESIOLIR 3] 
8 
“3 }. NAME OF First Middle tost 4. DATE Manth Day Yeor 

€ DECEASED OF 
a (Type or print) Robert Jenkins DEATH March 30 19 61 


. SEX 6. COLOR OR RACE 17. MARRIED [L] NEVER MARRIED X] | 8. DATE OF BIRTH last birthday) [Months] D, Hi Mi 
lanths| Doys laurs in. 


Male Negro |wiroweoQ _—iorceo(] | May 25, 1905 yn. 


10a. USUAL OCCUPATION (Give kind af work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast of working life, even if retired) 


Horse Groomer Lexington, Kentucky U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Mary McClure 


17, INFORMANT Address 


Robert Jenkins - Patient 


| 
x 


9. AGE (In years [IF UNDER al IF UNDER 24 HRS. 


a 


7 


Arthur Jenkins 
1S. WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. 
(Yes, no, oF unknown} (If yes, give war or dates of service) 
| Unknown 
18. CAUSE OF DEATH [Enter anly one couse per line for (0), (b). and (e).] 


PART I. DEATH Was cAustD or, Profused Hem@rrhage 
9° ©) ‘o x DUE TO | 


Conditions, if ony, which » Far adv. pulm. tbe. with a cavity right 


gove rise to immediote | 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remove carbon popers. Pages | and 2 sho 


in, ar removal, and in any event, within 72 haurs after death. 


couse (0), stoting the under: ( DUE TO 
lying couse last. te) 


burial-transit permi 


is certificate has been signed by the ottending physician and completely 


IG PHYSICIAN: The low requires thot the death certificate be executed within 


¢ 
6 
rs F3 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I(o}|19. WAS AUTOPSY 
4355 7) 5 ves] not] 
Lee | © 20a. ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 1B.) 
s 5 & | OR CONTRIBUTING CJ] CAUSE OF DEATH 
Parr ee 3 | WF EITHER, NOTIFY MEDICAL EXAMINER) 
2 [ mH 
3565 & |20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, ae (City or town) (Caunty) (Stote) 
5293 s pe ae ins CURE REE foctory, sireet, affice bldg., etc.) 
sE?2 2 p.m. ot work [_] of work 
s508 ; F ; 
SSE 21. | certify that (1} (this haspital} attended the deceased from. a3 9) to 3230 39.6 that (I) (we) last 
Hy 
o. Da saw the deceased! alive on 3=30=—____1961., and that death accurred ar? pe 5 da the causes and an the date stated above. 
wos Wa. SIGNATURE 2b, DATE 
Reeser Ag ars Teen, te ATTENDING MED. STAFF ED 
ees w/ 7 M.D. | PHYS. D__Director €)Prys. 0) 3-30-01 
O8S0e 2c. PHYSICIAN'S Tad. ADDRESS 
A r 
- g (ve) Edgars M. Maculans, M. D. a eed Boneyien State Hospital, Henryton, Md. 
Ie mre me 4 a a ee i ee gis bare oe ee Ee 
% 2 i, & 230, BURIAL, pein ‘23b. DATE Pee L_LQCATI ityntown, or county) (Stol 
= pe ge OS a es Be AA: ey PY oy Vb wt 
eae 24, FUNERAL DIRECTORS SIGNATURE ADDRESS 0. REC'D BY REGISTRAR | 25b, REGISTRAR'S aioe 
VR AIS {4 (2 VY) ' 
ism 979 Me 4 tf tel fades & 2 cf pare APR 5 '61 eee on 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND () 2 9 fe 4 
2938 CERTIFICATE OF DEATH A 


3 ee kesaberd {Where deceased lived. If institution: Residence before admission) 
oI" Maryland ». COUNTY Washington 


Cc oB, OR ri thom. corporote limits, write Ri RAL nd give pearest town) 
S S8b a tp eee oF ‘déceased 


a 


1. PLAGE OF DEATH 
* Carroll MARYLAND 
b. CITY OR TOWN (If outside corporote limits, write 


RURAL ond give nearest town} 
Sykesville 


3 


Page 4 
director, 


ould be filed with 


. LENGTH OF STAY IN Tb 


® 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20e. PLACE OF INIURY (Home, farm, | 20f. (City or town) (County) (Stote) 
foctory, street, office bldg., etc.) | 


MEDICAL CERTIFICATION 


spital or o} 
‘ter this cert 


_Mareh 7 ; 103730 19D, that (1) (we} last 
saw the deceased alive an_- 19.08, and that death accurred ahOPM, fram the causes and an the date stated abave. 


To, SIGNATURE % 7b DATE 
(3 ee A OE! wo ABE" Heron HAE os 50522981 


PHYSIC 


NAME (ppee) Agustin deI Campo MM. 


N 


22d. Al 


Springfield State Hospital Sykesville,Md, 


ined by 
DIRECTO 


TO HOSPITAL OR ATY 
eo 


a 
é S 
oe 20yrs.20 days || Box lle Md, 
2 pe d. MARE Sr ROR TAL (i not in hospital, give street oddress) d. STREET ADDRESS % e. 3 LPNS 
ae ame | 
-— 
2 203 J ef Springfield state Hospital The same as above » | Xe) 2h 
~#& wor]3. NAME OF First Middle Lost 4. DATE Month Dey — Yeor 
Wee lise sapton Howard Russell Jones: DEATH March 304962 
i3 = 
= =e ['s. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED K] | 8. DATE OF BIRTH %. pcidhh isoe 
. =48\ Male White wipoweo [] owvorceof] | L2—12<1900 ie 
3s € é ra . 1Qo. USUAL OCCUPATION {Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY { 11. BIRTHPLACE (Stote or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
8 i gs during most of working life, even if retired) 
Bo pet None rylend USehe 
g ok 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
5.6 
g g&s William T,Jones Unknown 
Ss & 8 2 ‘2 WAS: Cee) era U.S. — ee 16. SOCIAL SECURITY NO. | 17, INFORMANT Address 
+ Gb¢ Moet ae Rinna). |W toilgie Woe heer peor 
S pts no | Hospital Records Spresville,Md. 
<-an 
8 Bee 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c}.} INTERVAL BETWEEN. 
7. 2 a “ PART I. DEATH WAS CAUSED BY: ONSET AC 
ee eke : IMMEDIATE CAUSE (o) Chronic nephro-sclerosis. ears 
3 eres Ee DUE TO 
ek. 
= 225 Conditions, if ony, w a wo 
3 BES gove rise to immediote 
“SR SIeoe couse (o}, stoting the under- ( PUE TO 
ogee. tying couse lost. to) 
Seces5 pi Bab Ral 
323 5 > Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. WAS AUTOPSY 
overs ee PERFORMED? 
BR 
gesRs ental De D Idiopathic, Severe. Bronchopneumonia. (days Yes fl No] 
Plage 20a. ACCIDENT WAS UNDERLYING CJ |20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port ! or Port Il of item 1B.) 
£3525 ‘OR CONTRIBUTING [1 CAUSE OF DEATH 
aeoe_. 
o 3 
2 3 
x 9g 
z 2 
g a 
a 
= 
g 
= 
3 
2 
2 
2 
& 
= 


e i 
page 3 shauld be detached for use as the bur 


Zz ‘230. BURIAL, CREMATION, | 23b. DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY LOCATION (City, town, or county) (Stote) 
Ss REMOVAL (Specify) / ~ SP 4 oe 8 
B6 Whe 5 vA See U4) San tasg?. rae 
ad 24, FUNERAL DIREC Es i ADDRESS. 2S0. REC'D BY REGISTRAR 2Sb. REGISTRAR’S SIGNATURE 
, S. 
VR AIS (4) ln fh 4 Pa 
ee Li & LE cumatrtA FIA. |r py 5 gs settee a eet 


wait diy nay sarenpaelbn OF «eT 2 ee 18 
eL Lime 
929°)’ CERTIFICATE OF DEATH ‘esis DRO 


od 


- ce bs 
% 3 i 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
5 . 3 °. b. COUNTY ie 
ae A Die a aber Maryland Carroll 
a b. CITY OR TOWN (If outside corporote limits, write [c. LENGTH OF STAY IN 1b Sj CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town} 
3 po ai 
9 f RYRAL ond give nearest town) 
7c 32 d > U Bridg 
‘eo aD, a VG nion sgh e 
2 VE NAME OF HOSPITAL (iPror ik Roupitel, give sires! oe TREET ADDRESS e. 1S RESIDENCE 
og 2S OR INSTITUTION ON A FARM? 
2 >} 
3 ou =~ yes] no] 
S 3. NAME OF First Middle A . DATE M 
= = DECEASED ~ : los ba jonth Day 
:% meen (LARK MeBLe ' Sin March 3 _196/ 
= se 5. SEX COLOR OR RACE [7. MARRIED [] NEVER MARRIED [-] | 8: DATE OF BIRTH 9. AGE {In years [IF UNDER I YEAR| IF UNDER 24 HRS. 
oni ha lost birthday) [Months Hours | Min. 
te Divorced (3 AS ZS ac HF ys. 
2 af 85 9 
a5 a i 100. USUAL OCCUPATION (Give a of work dome Tb. KIND OF BUSINESS OR INDUSTRY] 11. BIRFHPLACE (State or farsign count y 12. CITIZEN OF WHAT COUNTRY? 
ole 5 sais =? ox! of oe Hoe ti () 
eo ote 2 WF IPP DERIGA MN fs 
2 32835 13. FATHER’ Sot 14. MOTHER'S MAIDEN NAME 
g $e cate 
© 886 = - 
8 Bee OlTL ic. Se & 
EES 15, WAS DECEASED M i U, 8. ARMED FORCES? |16, SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
= a € ie [Y¥ex, no, oF unknown) (If yes, give wor or dates of rervice) T r) ; \ 
aa: a wR me WA LAG 
Ay AN A\Y {YA 
3 g 3 = 18. CAUSE OF DEATH [Enter only one couse per line for we {b). ‘ond {o.] ieee BETWEEN 
o 245 PART I, DEATH WAS CAUSED BY: es 
2 os IMMEDIATE CAUSE (0) 
eee r DUE TO 
See « 6 
= fe Conditions, if any, which (b} 
© BES gove rise to immediate 
3b gs cate (0), stoting the under. ( OVE TO 
Tes ev lying couse lost. {) 
Sscks 
28 5. 3 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a}|19. WAS AUTOPSY 
Picts a 
££. 5 < 
Paolg uv 
~ if = 
Fooss = | 200. ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Port Il of item 16.) 
e3ge2r & | OR CONTRIBUTING LJ CAUSE OF DEATH 
asigs G | (F EITHER, NOTIFY MEDICAL EXAMINER} 
Gre” S zg 
hee toa, “Aa oa SO see 
SeESs & 2c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED — |20e. PLACE OF INJURY (Home, sire 120F, (City oF town) (County) {(Stotey 
S58 es 5 Gd: -o.fin. While Not while foctory, street, office bldg., etc.) ! 
zeErg = p.m. 19 fat work (J of work (C] { 
=. 
oz bs 5 
Zoot 2.4 a that | attended the deceased fram Man ch 3, 19G/., ta_...----------., 19._-_.,thot | last saw the deceased 
4 22 . ’ 
ts alive an_! coe Se 12.4/.___, and that death accurred at. QAR, fram the causes and an the date stated abave. 
Fr 83 
E 4 ADDRESS (Street, city or town, stote) DATE SIGNED 
peo & 
dao oy 
epeod 
Oars 
2 Ses 5 PHYSICIAN'S 
Zs £ NAME (Type) 
= & ed 
e 3 A = 2a. HEHOVA och ‘Zb. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY Md. LOCATION (City, town, or county} Stote} 
>> S* (Speci 5 s 
xo ra — 
otoks Uk 3-6-6 f i/fere\ LL A WA Aly . 
- & 23. FUNERAL DRECIORS SIGNATURE ADDRESS 2do, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
5 


“Wri Lo : RD a2 A Sloane MAR 8 61 Ontbua & Rressh 


1 “Pp tems .C kel FIIM 25. AAKYLAND STATE DEPARTMENT OF HEALTH 
a P20 pivlsidi"SE STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
TAT 


FOR S$ 0940 MEDICAL EXAMINER'S CERTIFICATE OF DEATH Qs 


HEALTH ) iP “PLACE OF DEATH | 2. USUAL RESIDENCE (Where ener yaa) If institution: Re 
ae 2. COUNTY a. STATE 


Carroll MARYLAND SS Maryland °°" Carroll 


~_b, CITY OR TOWN (if ou! 


nce befora admission) 


ag! 


neerest lown) 


Re Jc. “2. OF STAYIN Ib || QcL€lTy OR TOWN (If outside corporata limits, writa RURAL and gi 
2) Ra 2 oy andioivginediadt tain) N 4 
2% VE be Wh ‘Mise ZI YRS ew Windsor 
3 
ao d, NAME OF HOSPfTAL OR INS: AMS: (it a in VR a giva straet address) F ;j STREET ADDRESS a. 5 RESIDENCE 
Ba Vy ON A FARM? 
3332 ee tn a Rtefl res PRL NOL] 
& 3 * | 3. NAME ; First Middle Last | 4, DATE Month Day ‘oar 
DECEASED ; OP 
ao) 
: 
= (Pope or prin Harry _ Cleveland Kress YA Pea™ March 17, 1961 
ey 6. COLOR OR RACE) 7, MARRIED [SENEVER MARRIED [_] | SEDATE me o"2 AGE (In yoars |IF UNDER YEAR| IF UNDER 24 HR: 


S. SEX 
last birthday) |"Months| Deys | Hours | Min. 
Male White | wivowe >] _pivorcto [] hon Sl vm. | 
Jo. USUAL OCCUPATION (Giv: kind of work | IDb. KIND OF BUSINESS OR INDUS 1. pRine: 2; A, Gi C, n ay ‘12. CITIZEN OF W. “fe COUNTRY? 
‘dona t 


permit. File pages 1 and g with the State Board of Health 


ONSET AND DEATH 


PAT! oon eS SERA y _ Asphyxdation due to strangulation, 


GTX x XGA ; moe a 4 ‘hes - 


Conditions, If any, which (b) ee 
gava risa to imme 
(a), stating tha undarlying 
couse last. 1 7 (e) 


ee] 
a 
A 
7. 
5 g 
cs a dyring 
pies | CARALAWTER OUT UTI Che OAL (Ka CSG 
23 = 13. FATHER’, | 14. JlOTHER’S MAIDEN NAM 
rt ALR. K&R CS, VEL AMO. PRESS — AM , Zh don 
= g 7S. WAS DECEASED co IN Us. ARMED FORCES? 1 6 Socapisecummune. 17, INFORMANT . = = 
(Yas, no, or unkown) | (It yas givewarordalesofservica| as 
- — or l| 1B MVE ‘7 WEL Nd OUE NG 
. 18, CAUSE OF DEATH "sa Stat Bl and (¢).] = ‘ : “> + INTERVAL 
~~ 
= 
© 


cause 


DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)| 19. WAS AUTOPSY 


writing the word “pending” in pencil in Item 18, Give Pages 1, 2, and 3 8 


‘XAMINER: This certificate should be executed wi 


z PART il, OTHER SIGNIFICANT CONDITIONS CONTR 
{ 2 cs PERFORMED? 
wie | ves [] No [} 
© | 20a. EXTERNAL CAUSE WAS ] 20b. DESCRIBE HOW INJURY OCCURED. (Enter natura of injury in Part | or Part Il of itam 1B.) a 
& | PRIMARY [J or CONTRIBUTING [] 
G | CAUSE OF DEATH. | Hung, self 
s 206, TIME OF INJURY Month, Day, Year | 2Dd, INJURY OCCURRED | 20e. PLACE OF INJURY (Homa, ferm, | 2012 (City or town) (Stole) 
"3 rT factory, streat, offica bldg., etc.) 
S opted St aie: | Whila Not While 
= B JO_ Am 3/16 / 19 61 |atwork[] ot work x | home Yew Wi 


cate, 


21. I certify that | took charge of the remains described above, held an Autopsy i) Inspection 5 Inquiry i and in my opinion 
death resulted from: , Natural causes [_], Accident [_], Suicide [X], Homicide [_], Undetermined manner [_] 


dhs CHIEF MEDICAL EXAMINER oO 


@. 
fe the certifi 


MED! 


lense ASSISTANT MEDICAL EXAMINER BChC DATE SIGNED 
SIGNATURE M.D. ee 
: | examiner's DEPUTY MEDICAL EXAMINER [_] Mare Peek 


Addtass (Streat, city, town, or county} 


sca tatoie sgad ‘hee ‘OCATION (City, lown, or country} (Stata) 


|_| NAME (Type) _ 
220, BURIAL, CRB 
‘Al 


4 should be forwarded to the Chief Medical Examiner’s Office along with form PM3. Page 5 may be retained for your files. 


or its designated agent, prior to burial, cremation, or removal 


ony ecut 


TIO FUNERAL DIRECTOR: Page 3 should be used as a bu 


° \ WESTAI IWS TER. 42 
= Ric c | are ADDRESS 24a, REC'D BY REGISTRAR | 24b. LM. 'S SIGNATURE 
5M 7/59 ble, pateMAR 2 0 '61 Catan £, PGs 


Bees WSTER Ek D 


WAL 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


2044 CERTIFICATE OF DEATH 2924 


1 ne acing! re Peri RESIDENCE (Where deceosed lived. If institutian: Residence before admission) 


2 Carroll MARYLAND ae Maryland » COUNY Balto. City 


b. CITY OR TOWN (if outside corporote limits, write i LENGTH OF STAY IN 1b c. CITY OR TOWN (IF outside corporate limits, write RURAL ond give | nearest fawn) 


"Sykesville oH h8yrs.lmo.l7dpys § Baltimore NVO0 1-8 


d. NAME OF HOSPITAL (If not in haspital, give street address) d. STREET ADDRESS ik 1s RESIDENCE 


loge 4 


eo 


by the funer 


Springtiels State Hospital 1130 E.Fayette St. eC Now 
. eaiees First Middle Lost 4 ag Month Day Yeor 
yea pal Herman Kropman bere = =©9 March 9; 1Pl 


5, SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [af | 8 DATE OF BIRTH 9. AGE {i yoors [EUNDER YEAR|IE UNDER 24 HRS 
josspbirthdoy) Months] Days | Hi Mi 
Male White  |wicowe O ovorceot] | Sept. 12, 1891 69 cami tame ce || ae 


10a. USUAL OCCUPATION (Give kind af work done| 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or foreign country} 12, CITIZEN OF WHAT COUNTRY? 
eta of working life, even if retired) 


erk - Maryland U.S.A. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Louis Kropman Edith - 


15. WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


(Yes, 10. or unknown) | (If yes, give war or dates of service) 


No - - Springfield Hospital Records. 
18. CAUSE OF DEATH [Enter anly one cause per line For (a), (b), ond (¢).] INTERVAL BETWEEN 


ORISET AND DE, 
PART |, DEATH WAS CAUSED BY: Myocardial infarction. eee Yours 


IMMEDIATE CAUSE (o} 


ty a 0) _ epuE To 
comin nent onvstshich): i Arteriosclerotic heart disease. Years. 


gove rise to immediate | 


24 hours after di 


ca 


Poges | ond 2 should be fil 
Ww 


the Stote Board of Health prior to buriol, cremotion, or removol, ond in ony event, within 72 hours ofter death. 


om 


Then pleose remove corbon popers. 


couse (0), stoling the under: ( OVE TO 
lying couse last, (e} 


vO HE Of CONTRIRUT! BI RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)|19. WAS AUTOPSY 
SchizopHibeltt! oC Pes ne Peer icasgereta ces “ENDS e PERFORMED? 


yes [1] NO 


200. ACCIDENT WAS UNDERLYING oe ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port I or Port II of item 1B.) 
OR CONTRIBUTING [J CAUSE OF DEAT! 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED 202. PLACE OF INJURY (Home, farm, 1 208, (City or town) (County) (State) 
eur’ oxm White Notiwhile foctory, street, office bldg., etc.) } 
p.m. ot wark [-] of wark 


21. | certify that (1) (this haspital) attended the deceased fram... Mareh P1_, that (t} (we) last 


saw the deceased alive oanMarch 9, __ 1961 and that death - aaa 3oRMicon the causes = an the date stated abave. 
220. SIGNATURE E 2b, DATE 


NED 
wp. [ATENOING MED op cl 3/ of 6£ 
a “sae 


Springfield Hospital, Sykesville, Md. 


3d, LOCATION (City,gayn, or y% J (State) 
2 
~ 


250. REC'D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 


PAMMAR 13761 Cute of Fah 


3a 
MEDICAL CERTIFICATION, 


‘er this certificate hos been signed by the ottending physicion ond completely 


£ 
= 
5 
2 
3 
3 
3 
® 
x 
8 
® 
2 
s 
5 
2 
8 
8 
= 
3 
8 
3 
ri 
= 
3 
= 
3 
£ 
a 
= 
2 
z 
2 
Fi 
= 
es 
z 
= 
2 
a 
2 
=z 
a 
o 


itol or ottending physicion. 


P 


hined by t 
DIRECTORS 


v4 
a 


moy 
TO FUNE 


LOR ATT 


& 
poge 3 should be detoched for use os the buriol-tronsit permit. 


TO HOSP). 


Z 
a 


ae 
aa 
= 
2 
< 
S 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


2942 CERTIFICATE OF DEATH 02925 


oad 


loge 4 
‘ector, 


tettn A VA- £- LEATHER Bear Ler 
6. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED im} 


SP [ig hnwomotg. swcon | 22-28 — 16-79 |B reas 


100. USUAL OCCUPATION {Give kind af wark dane] 10b. KIND OF Nes OR INDUSTRY | 11. BIRTHPLACE (State or ce cauntry) 


during most af, warking life, even jf retired) 
MF ce a ie Bic a Wek, 


13. FATHER'S NAME 


(1) Phebe Uremesees 
ues WAS Eee aeeD EVER | \ Se SRD FORCES? }16. SOCIAL SECURITY NO. |17. INFORMANT Address an n 
Reet ccrhiom) NE hcg a aden ves) 7 Gi 
ca Z Dp Yin We Pm “Er hhelf - [Iornuy LMA 
18. CAUSE OF DEATH [Enter anly ane cause per line #5. (6), ang (c)-] INTERVAL Beyayeen 
. H 
PART |. DEATH WAS Ci ED BY: 
in IMMEDIATE CAUSE (a) Atak pL oe 


e 
1 4 ere ee DEATH 2 i772? (Where deceased lived. If UN oe before admission) 
a. a. b. COUNT; 
5 2 eatinull MARYLAND (£2 Batig JC 
o 8 b. CITY OR TOWN {If autside carporate limits, write | c. LENGTH OF STAY IN 1b “e Sy 7g _write RURAL ond give nearest tawn) 
5 RURAL and give nearest tay) 4 jm é 
2 $2 drei t Cle L& Ad 
73 212 d. NAME OF HOSPITAL (Jf fat in hospital, give street address) Ay wee ADDRI “i . IS RESIDENCE 
‘Oo 9 \ OR INSTITUTION us = pores # ON A FARM| 
oe 
E 3 3 “N ves 1] No 
°o 3. NAME OF First Middle 4, DATE Month 
i 
Fi 
a 
° 
& 


12. CITIZEN OF WHAT COUNTRY? 


wine Cece ld F A 


14. MOTHER'S MAIDEN Ny 


Lee flecptgrrw— 


Then pleose remove corban papers. 


, 
f J3\ DUE TO ; = 
Conditians, if any, which o erin: 2 fae 


tN 


gove rise ta immediate — 
cause (a), stating the under. ( OVE TO 


lying cause last. tc) 


G PHYSICIAN: The low requires that the deoth certificote be executed within 
ter this certificote hos been signed by the attending physicion ond completely fil 


"I 
5 
2 3 Parr I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED {O7HE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. WAS AUTOPSY 
S = = : 
= A> 
a » |S 
2 G = [200. ACCIDENT WAS UNDERLYTINOE Db. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Part | ar Part tl af item 1B.) 
BS & | OR CONTRIBUTING [) CAUSE OF DEATH 
: © | (IF EITHER NOTIFY MEDICAL-EXAMINER) 
3 & ]20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, farm, | 20f. (City ar tawn) {Caunty) (State) 
3 a Hour agom —— While No = factary, street, office bldg., etc.) | 
Es p.m. 195) anwar [a] -ot-worla ale] — i —_ 
> 21.1 certify thot (I) (this pe is the deceased fram. 19.510 Pk AS, 19. G4 that (1) (we) last 


Sd 


sow the A wy = on 9.64 Wi that death occurred atZ/m, fram the couses and on the dote stated obove. 


2b, DATE 
airy EC. m.D. ANN og Olector PHYS. Yoese/ 
ua — - 
Mosel FC uth MOQ | ets Zen. pte Cees = 
2p. BUR bart Zab, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LBCATION (City, town, of oy tate) 
Oe Fe feat Sin SV 1ved@e Aish & Va ih 
ays ry aE Wee ADDRESS’ 250. REC'D BY REGISTRAR | 2Sb, REGISTRAR'S SIGNATURE 
VR AIS (4) € « spl ah’ 


ae 


L OR ATT 
ined by t 


the Stote Board of Health priar to burial, cremotian, ar removol, ond in ony event, within 72 hours after death. 


poge 3 shauld be detoched for use os the buriol-tronsit permit. 


SPATAI 
To x aon 


TO HO: 
moy 


vate MAR 2 8 '61 Cnthun £. Haase 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
2943 CERTIFICATE OF DEATH 029265 


2. eg: RESIDENCE (Where deceased lived. If institution: 5 before admission) 


1, PLACE OF DE. 


Bere ys “Lu JZ call MARYLAND 


lage 4 


nerar director, 


Poges 1 and 2 should be filed with 


b. COUNTY 47) 77> 
LL4F2 a. LL 


b. fi OR TOWN [if outside , tina limits, write | c, eZ OF A) IN 1b ¢. CITY OR TOW?Y[IF outside carporate limits, write RURAL and give nearest tawn) 
emt W/ 
é be |X“ Pilaliehedt ty 
2 d. NAME OF HOSPITAL iF nat in hospital, give street | d. STREET A 1S RESIDENCE 
= OR INSTITUTION § | gee 2 ON A FARM 
= Yes [] No 


. NAME OF First Middl 
NAME OF aye iddle Ta 
(Type or print) 3 [- ; — A — [- Ee i fe 
S. SEX 6. COLOR OR'RACE | 7. waned i Neve MARRIED [J | 8. Geof. OF BIRTH 


(aa wipoweo [] pivorceD [] Cef-F7- f GH 


10a. USUAL QCCUPATION (Give kind af wark dane] 10b. ~~ OF BUSINESS OR INDUSTRY|11. BIRTHPLACE (Statg'br foreign country) 
during mast of seorling lite, ven if retired) va SU i 


(Pe pres Weg 

13. FATHER’S NAME Bo MAIDEN ME 5 

/ 4 ee 
Cegthess ae ye he tte ke. Cedtles 
15. WAS DECEASED EVER iN - + ARMED FORCES? j16. SOCIAL SECURITY NO. |17. INFORMANT 


(¥en, no, oF unknown) ty G- eee ee go Mies Jb of FT Mee cuthectley Ue 


18. CAUSE OF DEATH [Enter only ane cause per fine far (0), (b). and (¢)-] INTERVAL BETWE! 
PART 1. Eo ee CAUSED BY: ONPa Aner 


4.DATE Month Day Year 
OF q pe , 
DEATH Vee Lt fy ATC 19 6/ 
9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
last birthday) Mine 


(es 7m 


12. CITIZEN OF WHAT COUNTRY? 


LYE “A 


24 fours ofter di 


r) 


her this certificate has been signed by the ottending physician ond campletely fi 


Then pleose remove corbon popers. 


the Stote Board of Health priar to buriol, cremotion, or removol, and in ony event, within 72 haurs after death. 


\MEDIATE CAUSE 6) Concestive Heart F, 3 
DUE TO Pul 3 montis 
eanaibitribaay, which) to Cor nonale 4 years 
Gove rise ta immediatel 1. 1, 
cause (a), stating the under. j 
ee g_pibrosis of Lungs 15 years 


foctory, street, office bldg... etc.) | 
t 


Hour a.m. While Not while 


at wark [] at work 


|G PHYSICIAN: The low requires that the deoth certificote be executed within 


¢ 

6 

2 5, Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. WAS AUTOPSY 
FS z ae 
£ < yves[] NO PY 
EY / | © [ 200, ACCIDENT WAS UNDERLYING []__ ]20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature af injury in Part 1 ar Part Il of item 1B.) 

a () | & | 8 CONTRIBUTING [I CAUSE OF DEATH 

2 C/ 18 [de EITHER, NOTIFY MEDICAL EXAMINER) 

‘3 s a a is 
5 G ]20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City ar town) {County) Gtote) 
5 8 

3 = 

rs 


|. and that death accurred ats. aM, ira the causes and an the dan hae abave. 


lex , a (WI. mene 
ATTENDING MED. STAFF bl 
. Gi é CL PHYS. GE _ DIRECTOR PHYS. 
“Tad, ADDRESS 


{Mee Hampstead, Md 


/ 2c. PHYSICIAN'S 
NAME (Type) MM, C.Porterfie 


ined by t 
DIRECTOR: 


23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY Bd, Lit (ci 
EMPOVAL (Specify) 


£ bea 72-2 4 “)]léetia, AUL, Lilalh bi ny) 44 ah 


. vi Tol ADDRESS * 250. REC'D BY came Sb. REGISTRARS SIGNATURE 
od CP ipln Harufreliod Jog |e WAR? 3° | Cray g 


SPETAL OR ATT! 


e 


poge 3 shauld be detoched for use os the buriol-tronsit permi 


230. BURIAL, CEM Oe 


TO HO: 
moy 
% TO FUN 


=> 
on 


=< 
an 


DATE 


Se 


MARYLAND STATE DEPARTMENT OF HEALTH 


mi 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 0 2 9 2 ony 
2944 CERTIFICATE OF DEATH é 
ees 
S 3 3 L Pace ore [ USUAL RESIDENCE (Where deceosed lived. If institution: Reridence befare admission) 
Cay 2. , aS b. COUNTY 
= : Fe 
5 2 CZ rat MARYLAND ELE gt aoe er. 
oo b. CITY OR TOWN (if outside earch "write [¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If autyide earpaiate limits, write RURAL and give nearest tawf) 
6 Saad RURAL and give nearest town) Z| 6 4 . 
eno. ba & 4 ; 
ao aA MPLELL LT 3 iL 4 AE PLLEL 
£ #2 |. NAME OF HOSPITAL (If nat in hospital, give street address d. STREET é . IS RESIDENCE 
% £5 "OR INSTITUTION 2 » ee , ae CZ. 4 © ON A FARM? 
: o>e yes F}-Ro [] 
ai X Ct a TLt a Z 
3 e 
o 3. NAME OF First Middle Lost 4. DATE Manth Doy Year 
=); DECEASED 7 OF 
& € 3 type srry AOR AA HICKSON AOMG-_| Pom ae ASA 
= zes 5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [_] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
= Goin te a , lost Lge Manths| Doys | Havrs| Min. 
7g) ee f 22. WIDOWED DivorceD [J a 
= c€ae 100. USUAL OCCUPATION (Give bind of work dane] 10b, KIND OF BUSINESS OR INDUSTRY | L/BIRTHPLAGE(Siate or a Les 12. CITIZEN OF WHAT COUNTRY? 
2 825 dyting mast af warking life, even if retired) 
Bue ld aaa I he LAL. ’ etc Ca. Dat. Li Ss 
SOS i FATHER'S NAME } , L y MOTHER'S MAIDEN NAME 
2 83g Fs y SPP 
S, tawere 22 hOB LU2L4, LaF ORE, Oteerac. 
2 3 7 
& Fo. ; 7 Y mA 
= 5 1S. WAS DECEASED EVER IN U. S. ARMED FORCES?446. SOCIAL SECURITY NO. ]17. INFORMANT Address 
> a § Hf (Yes, 90, oF unknown) (if yes, give wor ar dates of servis SA Yi cs ee) a 
fo PAG ae SE M2 -Cl- § 7d ALL. (LA 27 
« £3° d Le hoe LS, a pe eet Cn ed ELL he, Sb pe 
3 3 g i 1B. CAUSE OF DEATH [Enter anly ane cause per line far (a), (b). and (c)-] - INTERVAL BETWEEN 
is aie PART |. DEATH WAS CAUSED BY: L 4 ALA. 1. £ 
i eae IMMEDIATE CAUSE (0! Das is 
5 £85 45 4 Xr DUE TO 
ooh 
= £25 Conditions, if any, which (o) 
os Bes gave rise ta immediate 
Sra eies cause (a), stating the under- ( DUE TO 
53 Gas g the under. 
Mae te lying cause lost. a 
= dee. © 5 
228 Bhs 4 Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTOPSY 
2QSHes CO a 
E565 < Yes] NO [J 
ve BO) ag oO 
FS 2 ev) BA 
is Peat = [200. ACCIDENT WAS UNDERLYING CJ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Port I af item 1B.) 
Z55e5 & ] OR CONTRIBUTING L] CAUSE OF DEATH 
pets & | (If EITHER, NOTIFY MEDICAL EXAMINER) 
2 oes s & [20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, | 20f. (City ar town) (County) (State) 
5 8 ge 5 eat t asa = White, . Not wile factary, street, office bldg., ed ' 
Zi252 ¥ am at wark [7] at war 
$.55 2 z . 
g Bot 21.1 certify that (1) (this hospital} attended the deceased fram.____ Viar a wis a ae a 11.5”, 1%. —, that (I) (we) last 
3 s = 
©. Bcd saw the deceased olive an________: MY. WEL, and that death accurred ot 5M, fram the causes and an the date stated abave. 
--oss 220. SIGNATURE ry, /22b. DATE 
<55°2 4), ie A ATTENDING MED. STAFF i, "SIGNED 
«23H gs ‘YY, nla, Sr M.D. | PHYS. (DIRECTOR PHYs. 1516 ( 
Ofars BER EE IANS Zid. ADDRESS 
=, > ype 
eo: VM Srey er A 
& is 
ae oo 230. BURIAL, CREMATION. | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 
Cars ed REMOVAL (Specify) ») Da 
Seed? Q Bee BLiZLGf, lB 
ae \ 24, AINERAL DIRECTOR'S SIGNATURE : ADDRESS 25a. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
VR AIS (4: -£ - 24042 : MAR 21 61 Cuthun £. Hrasnd 
1SM ose! ING) B y 24 FLIP? DATE 


7 7 . 5 


_ MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


945 CERTIFICATE OF DEATH 02928 


ney ete 
& 32 Wels ae oh) : 2, USUAL RESIDENCE (Where deceared lived. If insitution: Residence before admission) me 
om 2 Mi ge it MARYLAND EDS ess 
o 2 Carroll Maryland Balt 
o3 ib. CITY OR TOWN (If outside corporote limits, write [¢. LENGTH OF STAY IN 1b ©. CITY OR TOWN (If autside corporote limits, write RURAL ond give neares? town) 
> RURAL and give nearest town) KS 
2 §2 Sykesville lyr.7mos. 26days Baltimore 1h Ol = 
2 we d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS. e. 1S RESIDENC! 
so o=3 © Is OR INSTITUTION ON A FARM? 
a0 iS =) State Hospital yes [] No Gt 
«6 & | NAME OF First Middle Lost 4. DATE Month Day Year 
aw, {ives ouipent) Charles Thomas Lusco deat = March 12, 1961 
Dp 
3 5. SEX 6 COLOR OR RACE |7. MARRIEGHMIMRIEVER MARRIED [] |8. DATE OF BIRTH 9. AGE {In yeor FUNDER 1 YEAR| IF UNDER 24 HS. 
4 Octob 2),,1872 Y) | Months| Days Min 
eA 4 | WIDOWED §% DivorCED [] ctober 24,187 ys. 
a 10a. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. SIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g during most of warking life, even if retired) 
5 Tailor - Italy ieee 
2 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
o 
8 
: John Lusco Ann Culotta 
Fy Ts. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. |17. INFORMANT Address 
5 (Yes, ne. of unknown) (If yes, give war or dates of service) 
g No | - ~ Springfield Hospital Records 
5 18. CAUSE OF DEATH [Ent LS line f . (b), ond {e)- INTERVAL 8ETWEEN 
a PART |, DEATH rie pe Sea 4 SABET AL OUDEATH 
§ IMMEDIATE CAUSE (a). Bronchopn in: Days ° 
Ad 
= 


L}. Bi } 1 DUE TO 
Conditions, tf ony which ) 


V 
gove rise ta immediote 
couse (o], stoting the under. ( OUETO 
lying couse lost. © 
Pat fl. OTHER SIGNIFICANT CONDITIONS CONTRI8UTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}|/19. WAS AUTOPSY 
C.B.S.assoc.with cerebral arteriosclerosis with psychotic reaction. YET) NOD 
.) + 


OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, farm, 1 20F. (City of town) (County) (State) 
i I 


200. ACCIDENT WAS UNDERLYING 1) [* DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Part | or Port Il of item 18.) 


Hour 0. m. foctory, stree!, office bidg., etc.) 


IG PHYSICIAN: The law requires that the death certificate be executed within 
MEDICAL CERTIFICATION, 


ital ar attending physician. 


ip 


21, | certify that (I) (this haspital) attended the deceased fram..July_ 16 ge; 19.59, to_March_ IP 0 1e 41 that (1) (we} last 
saw the deceased olive on..March_ eee 19.62 and that death accurred at Ls MSPRn the causes and on the date stated abave. 


Tw def Caaf 7b, DATE 


p|ANEONS Mero SAE 3/13/62 
Agustin delCampo, M.D. 


“Tad, ADDRESS: 


Springfield Hospital, Sykesville, Md. 


the State Board af Health priar ta burial, crematian, or remaval, and in any event, within 72 haurs gpendeath. 


page 3 shauld be detached far use as the burial-transit permit. 


ch Ep Sac MIB (rl SRR a ek ka at lets ped tet ee ae ahora A) 
3 2 S. Pa0. BURIAL, CREMATION, pay re THEREOF Be. NAME OF CEMETERY OR CREMATORY F LOCATION (City, town, or county) (State) 
>a? 7 ify) . 
Zo O, 
aaa Bemncaree f o/ é/ Yeu 
- ‘ 24. FUNERAL DIRECTOR'S SIGNATURE ADDRESS. 5 RR S861 ‘Sb. REGISTRAR Tv | A 
ne HE Noth thug, Balty..2 doar 
15M 9/59 hee <2 


esse 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
2946 CERTIFICATE OF DEATH nop. vin. nel| OBS 


eo 4 


by the funeral 


Lu} 


1. PLAGE OF DEATH 2, USUAL RESIDENCE (Where a lived. If institution: Residence before admission) 
cota Carroll MARYLAND Pa Maryland »couny Frederick 
b. CITY OR TOWN {IF outside corporate limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN ([f autside corporate limits, write RURAL and give neorest town) 
New Wks soe "bur al 3 mos. Rocky Ridge 
d. Oe iNgprution (if not in hospitol, give street address) d. STREET ADDRESS 1S ISTRESTOENGE 
tome of daughter 1 X= ves NO) 
3. NAME OF First Middle Last 4. DATE Month Day Yeor 
(Type or print) IVY MAY MARSHALL DEATH March 12 19 61 
S. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED ["] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER.1 YEAR] IF UNDER 24 HRS. 


Female White WIDOWED Ey ovorceo | July 25, 1883 tape Deo ie 


10a. USUAL OCCUPATION {Give kind of wark done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Then please remave carbon papers. Pages | and 2 shauld be filed with 


ital ar attending physician. 


1G PHYSICIAN: The law requires that the death certificate be executed within 24 ours after de 
DIRECTOR: After this certificate has been signed by the attending physician and campletely fil 


Pp 


SPLFAL OR ATT! 
c ie by tH 
ff 


TO FUNI 


the registrar prior ta burial, crematian, ar remaval, and in any event within 72 haurs after death. 


page 3 shauld be detached far use os the burial-transit permit. 


ZE TO HO: 
may 
7 


Housewlie Own Home Maryland U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
James A. Wood Amanda Speak 
Ds vias DECEASED ET cate coe ca 16. SOCIAL SECURITY NO. INFORMANT Address 
° None Mrs. Robert Wisner New Windsor, Md.RD1 
18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c)-} INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED. a ONSET AND DEATH 


IMMEDIATE ais US LY OA Ac ee, Oe ey “ks and? Ahan 


Conditions, if any, which o} 
gave rise ta immediate 

couse (0), stating the under. ( DUETO 
lying couse last, te) 


5 Pant ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a}]19. WAS AUTORSY 
= 
$ yes[] not] 
& 200. ACCIDENT WAS UNDERLYING CJ 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 18.) 
& | OR CONTRIBUTING LJ CAUSE OF DEATH 
& | (F EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) {County) Grate) 
fa) Hour a, m. While Nat while. factory, street, affice bldg., etc. " i 
= p.m. 19 lot work [J at work 

21. | certify that | attended the 3 4 from... Lf. Ll20, 192s, tor md ZT aT, 19__, that | last saw the deceased 


alive an__. bel =/M, fram the causes and an the date stated abave. 


seit Si that death occurred at/ 


ADDRESS (Street, city or town, stote) DATE “ 
a, a ee PY banter, 2. Lf. 2 B/), lG/ 


MASANS ME. Robertson New Windsor, Marylamd 


220. BURIAL, Ve a! ee 2b. DATE THEREOF Qc. NAME OF CEMETERY OR CREMATORY Md. LOCATION (City, town, ar county) (State) 
Bunga rect eases 1 Mt. Tabor Cemetery Rocky Ridge, Ma. Fred. Co. 
IO EBNERAL DIRECTO! ‘ie BES ‘ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
y + 
Alan Ps Lager. Thurmont, Md. |,,, MAR 16 ’61 Cntthun £ Mase 


i DE: 


1 PteRE, cet ihe 253 MARYLAND STATE DEPARTMENT OF HEALTH 
ision of STARISTIGRT RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


R STATE 2947 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 02930 


WEALTH DEPT. 1. PLACE OF DEATH “|| 2. USUAL RESIDENCE (Whore deceased lived, If inslilulion: Residence before aoraeian 


e. COUNTY STATE OUNT" 
Carroll manyianp ||” Maryland °°" Carroll 


~b, CITY OR TOWN (i je corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If oulside corporate limits, write RURAL end give neerest town) 


WEY Wines give neerest RPV, Al. | VERRS z a New Windsor 


d, NAME OF HOSPITAL ee & TITUTION (if &. in hospilel, give s\reel address) | REET ADDRESS : @. IS RESIDENCE 


ON & FARM? 

tere ae _ / Rt. #2 ves ff no) 

3. NAME OF > a ~ Middle Tast 4. DATE ‘Month "Day Vers. 
DECEASED 


{Type or print) Mary Anna May McKinney Ben March 1961, 


| Pus 6. COLOR OR RACE|7, MARRIED [59 NEVER MARRIED [_] K ‘DATEOF BIRTH 9. AGE (In yaors IF UNDER YEAR] IF UNDER 24 RS. 


_Female White | wirow[] _ pwvorceo ] iff 


2 


Wreral director. 
ined for your eae 


it. File pages 1 and 2 with the St: 


delay is nec 


after da; 


leat birthday) Pel Deys | Hours | Min, 


FRIELIS- {FQ Ge _|_ 36 


SUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stele of foreign couniry} » 12. CITIZEN OF WHAT COUNTRY? 


done during mos! of working lifa, even if ratired) 
"AOUSEWIFE OWN OME _| MARYLAND ls ee 


P13. FATHER'S NAME 14, MOTHER'S eh NAME 


| JOSEPH CAICK ANNIE  ELKEN RO DE 


PTS. WAS DECEASED EVER IN U.S. ARMED FORCES? CIAL SECURITY NO.| 17. INFORMANT Address 
{Yos, no, or unkown) | (Ifyasgive werordetesofservice) 


= eee OA “YH 6939 FANON NQKINNEY NEW WINDSOR. nb 


18. CAUSE OF DEATH ([Eniar only one ceuse per lina for (e), (bj, and (c).] INTERVAL BETWEEN 
= ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (eo) GURShot wound of head. 


q 76 x DUE TO 


Conditions, if eny, which (b) 
gove rise to immediate couse 
{a}, steling tha undarlying 
cause lost. {c)___ 


DUE TO 


PART ll. OTHER SIGNIFICANT CONDITIONS “CONTRIB BUT NOT RE THE E TERMINAL DISEA DISEASE ‘CONDITION GIVEN iN PART Me) | 19. . WAS A 5 ‘AUT 
PERFORMED’ 


d “pending” in pencil in Item 18. Give Pages 1, 2, and 3 to 


20s. EXTERNAL CAUSE WAS ] 20b. DESCRIBE HOW INIURY OCCURED. (Eniar neture of Injury in Pert I or Part Il of item 18.) 
PRIMARY [] or CONTRIBUTING [] 
lf in head 


R: This certificate should be executed within 24 hours after death. If 


CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Dey, Yeer N PLACE OF INJURY (Home, farm, : 20f, (Cily or lown) ~~ (County) (Stale) 
Whi factory, sireel, office bldg., atc.) 


1d¥0g™ ~ 8/17/,,61 era ot wort [| home New Windsor Carroll Md. 


MEDICAL CERTIFICATION 


F) 
3 
& 

wn 
: 
: 

a. 

a 

= 

~~ 
E 

2 

£ 

5 
a 
a 

z 
(eo) 
e 
$ 
G2 
£ 

3 
3 
3 
= 
3 
2 
Vv 
2 
2 


21. I certify that | took charge of the remains described above, held an Autopsy ime nspection Ei Inquiry ie} and in my opinion 


death resulted from: — Natyral causes Accident im} Suicide bab Homicide fia: Undetermined manner oO 
Wie CHIEF MEDICAL EXAMINER [_] 
ACTU 
Sake mp, ASSISTANT MEDICAL EXAMINER JOK ch 18, "196"? 


DEPUTY MEDICAL EXAMINER [_] 
EXAMINER'S 
NAME (Ty Willian ye  Lovitt, Jr., M.D. iaetinal Serniohy near ata ee iss 
URIAL, Bnav | 22b. DATE THEREOF “Zac. NAME OF CEMETERY OR CREMATORY A ap ey {Clty, town, or country) ~—— (Stete) 


A Bee 3 eye 6) | Pre CREEK AG Ol LOO 


y) Vip Yusde HRECTOR ADDRES: 24a, REC'! £ M) REGIST 24b, REGISTRAR'S SIGNATURE 
VS. AISME a 
3 7/59 Nae. Luckie WA pareMAR 21°61 | Citar of, Pama 


je the certiticate, writing the wor: 


— Se 


or its designated agent, prior to burial, cremation, or removal, and in any event within 72 


¢ xecut 
4 should be forward 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial 


TO Di 
plea: 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
2948 CERTIFICATE OF DEATH Pies 0293 i 


1, PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before admission) 


o, COUNTY CARR wy MARYLAND o. “DARYLAL, WL) b. COUNTY 4 ] P Pol Z. 


b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest tawn) 


RURAL and give nearest tawn) Purge y ERR S Yon 5 Z c PLLA ? 
d. Pe tM {If nat in haspital, give street address) d. STREET ADDRESS. e alte ey 
LiNWood | Lawood ES" ego 


3. NAME OF First Middle Last 4. DATE Day Yeor 
DECEASED 


toner PEARL | E Errh MUNFORD Beam BR HW ~6/ 
6. COLOR OR RACE | 7. MARRIED Bf NEVER MARRIED [] | 8. DATE OF BIRTH "eer IF UNOER 1 YEAR|IF UNDER 24 HRS. 
Ww wiboweD []} DIVORCED [} (U7 56 - -/79. 0.2 Cy ae Days | Hours} Min. 


1a. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) ie ri 


during mast of working life, even if eelited) ony HME NoRTY CARolLin a U Sl 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


2,E, WEBB BLIGE LOVELPCE 
MN aeee car ares PROS ee ee 36. SOCIAL SECURITY NO. INFORMANT Address FURAL 
| sii WIMEORD Men FoR) Um DEE Sib 
1B. 


-AUSE OF DEATH [Enter only one cause per line far (a), (b), ond (c)-] CREE ANGE 


PART |. DEATH WAS CAUSED BY: L 4 ad "A . 
os _ IMMEDIATE CAUSE (a! | va Mags, 


mall 


urs after oe 4 


by the funer 


a 


Pages 1 and 2 shauid be filed with 


Then pleose remave corbon papers. 


DUE TO 


Conditions, if “any, which (b) 
gove rise to immediote | 


couse {0}, stoting the under- ( OUE TO 
lying couse lost. a 

Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)/19. WAS AUTOPSY 
Yes] No) 


20a. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port If af item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 208. (City or town) (Caunty) {Stote) 
Hour a.m. While Nat while foctory, street, office bldg., eet 
19 Jat wark [} at work 


gus i certify that | "2L1al les the > ag fram, =< wi [57. NOS teas = [1/£ GL, \9.__,that | last saw the deceased 


_and that death accurred atZ// £2 4m, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


ee ME, Rolntam Vhea ls Mra. hetaar.,.ZA. Z nd ee ‘nl eff 


ce: Moe DEW WIND SiR. BD 


‘220. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Wc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, tawn, or county) (Stote) 


LOK ie UL UNPLEASANT Alo 53 2 


Al 24a. REC'D BY REGISTRAR 4b. REGISTRAR’: ° TURE 
eae 14761 Cabot 8, Mua 


nding physician. 


IG PHYSICIAN: The low requires that the death certificate be executed within 24 
MEDICAL CERTIFICATION 


ital or a! 
fier this certificate has been signed by the attending physicion ond completely fi 


p 


e 


jained by t 
DIRECTOR: 


7A 
+ 
PRA 


page 3 shauld be detached far use os the burial-transit permit. 


LOR ATTI 


3 
7. 
3 
= 
5 
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o 
2 
x 
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4a 
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z 
= 
$ 
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3 
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2 
o 
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x] 
3 
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may 
TO FU! 


TO HOSP, 


VS AIS (4) 
1SM 9/58 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
a. COUNTY a. STATE ie Cea: 


Carroll Maryland Baltimore 


b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
RURAL and give nearest town) “nf 


Sykesville limo. 7 days Monkton 


d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS @. IS RESIDENCE 
‘ON A FARM? 


“Springfield State Hospital Wesley Chapel and Gerting Rds, ‘0 No 


. NAME OF First Middle toast 4. DATE Month Doy Yeor 
DECEASED 


{Type oF print Benjamin Bartholdt Nicoll beara = March 8, 16 


. SEX 6. COLOR OR RACE | 7. MARRIED [2% NEVER MARRIED. LD | ® DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 ae UNDER 24 HRS. 


age 4 
ral directar, 
led with. 


be fj 


© 


by the fune 


24 Bours after dea, 


Pages 1 and 2 shaul 


ficate has been signed by the attending physician and campletely 


fii? 


day} Hours | Min. 


Male White wivoweo [] pivorcep 1] October 29,1879 be eae | ove 


10a. USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 


sea ge ie kin eee” retired) State Ra- Maryland U.S.A. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


William James Nicoll Annie Bartholdt 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


(Yes, no, or unknown) | {Hf yes, give wor or dates of service) 


No - 219-07-1961| Springfield Hospital Records 


1B. CAUSE OF DEATH [Enter anly one cause per line for (a), (b). and (c).] INTERVAL BETWEEN, 


PART DEATH Was caustDet., _ Bronchopneumonia. Days. 
t @)  DUETO 


Bat Weeny ahi fi Old myocardial infarct Years, 


Then please remave carban papers. 


the State Board af Heolth priar ta burial, crematian, ar remaval, and in any event, within 72 haurs after death. 


gove rise to immediate 
couse (a), stating the yunder- DUE TO 


lying cause last, te) Arteriosclerotic heart disease, Years. 


c 3 BG), Sepa cmat pig Naar bac ee ate TERSS see TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)|19. regener 


yes P} No 


200. ACCIDENT WAS UNDERLYING DD 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 18.) 
OR CONTRIBUTING LC) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, ; 20f. (City or town) (County) (State) 
Hour a.m. While Not while factory, street, office bldg., etc.) | 
p.m. 19 jat work [] ot work [J H 


MEDICAL CERTIFICATION, 


< 
= 
Fs 
7. 
2 
5 
3 
Fy 
2 
3 
® 
a 
2 
o 
= 
3 
8 
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Aet 
com 
2 
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z 
< 
ey 
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2 
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z 
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ital ar attending physician. 


Pp 


1961, and that death occurred ny the causes and on the date stated abave. 


Ta, eo 22b. DATE 
ATTENDING MED. STAFF ED 
gee oe : _dl aii. Fa M.D. | PHYS. 0 _ Director PHYs. OX 3/ 8/61 
7c. PHY 


DIRECTOR: After this certi 
page 3 shauld be detached far use as the burial-transit permit. 


OR ATTE 


ined by th 


HANS. 22d. ADDRESS 


Tye) Agustin delCampo, M°D. | Springfield Hospital, Sykesville ,Md. 


23a. BURIAL, CREMATION, | 23b. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county} (State) 


“Burial | 3-11-61 St. James Episcopal | Monkton, Md. 


24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC'D BY REGISTRAR 25b. pg ns Rs ones 
Brooks Funeral Service, Towson 4, Md. [ome MAR 106! ; 


may 
TO FU 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
2959 CERTIFICATE OF DEATH 02933 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
a. COUNTY °. 


Carroll marviano || °F Maryland BCOUNY BaitoCyty ~~ 


b, CITY OR TOWN (If outside carporate limits, write ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (|f outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give neorest town) 4 


Sykesville 15 days Baltimore 5 3Vo}74 


d. NAME OF acai (If not in haspital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
c OR INSTITUTION ON A FARM? 


> Springfield State Hospital 2701 Ashland Avenue yes (] NO &) 


3. pees bad First Middle Lost 4. DATE Month Day Year 


(Type or print) James: Novak DEATH March 2h, 19 61 
S. SEX 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED (-] | 8. DATE OF BIRTH 9 AGE (in yaor IF UNDER 1 YEAR| IF UNDER 24 
los birthday hh 
Male White |woowepxy  ovorceoty | August 25, 1871 Pua. ewitae ed 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. SIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
during mast af warkin af even if retired) 
Shoemake: - Czechoslovakia UsSAe 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME. 


Joseph Novak Katrina 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


(Yen, no. oF unknown) | (IF yes, give war ot dates of service) 


No - None Springfield Hospital Records. 


18. CAUSE OF DEATH [Enter anly ane cause per line far (0), (6), and (c)-) INTERVAL BETWEEN 


TART I: OFATILMEDIATE cause (o)___Careinoma of the prostate and bladder. Months 
IWWG x DUE TO 
Conditions, if ony, which ib) Arteriosclerotic heart disease. Years. 
gove cise ta immediote 
couse (a), stoting the under- { DUE TO 


frgBeasloth Multiple abscess of right kidney. a 


art_j!. OTHER SIGNIFICANT INDITIONS, CONTRIBUTING TO DEATH BUT NQT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{0}| 19. WAS AUTOPSY 
CL BYS Cassoctsted wi ti went ie peyenost Ss. PEREORMED? 
YES) NOT] 


eon 


rage 4 
frectar, 


Pages * and 2 shauld be filed with 


|, and in any event, within 72 haurs after death. 


by the funer 


oO 


24 haurs after dea! 


% 


Mier this certificate has been signed by the attending physician and campletely fi 


i 


Then please remave carban papers. 


200. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 18.) 
OR CONTRIBUTING L) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stote) 
Hour 0. m. While Not while factary, street, affice bldg., etc.) | 
19 ot work [] at work 
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8 
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ital ar attending physician. 
MEDICAL CERTIFICATION 


21.1 certify that (1) (this haspital) attended the deceased fram. = ea 19-61, that (I) (we) last 


saw the deceased alive an. Hy 19_ $1, and that death accurred ol0 kOAMn the causes and an the date stated abave 
TURE 2b. DATE 


ie bel ) wo,[ANEP™S oy Aco HAR on 3/2n/or 
I 
(Type 


L 
DIRECTOR 
page 3‘shauld be detached for use as the burial-transit permit. 


ined by ti 


TO or OR ATTE 


22d. ADDRESS 


Agustin de1Gampo, MoD. Springfield Hospital, Sykesville, Md, 


the State Boord of Health priar ta burial, crematian, ar remava 


23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State) 
Holy Redeemer Cemeter Baltimore, Md. 
24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS: ‘25a. REC'D BY REGISTRAR ‘2Sb. REGISTRAR'S SIGNATURE 


Funeral Home , Inc. pateMAR 2 8 '61 Ontlua £ Fase 


may 


TO FU! 


ara 
an 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


0 CERTIFICATE OF DEATH 02934 


ect) 


« ce fot-s3-a) A 
& 3 3 i pace Crear a USUAL RESIDENCE (Where deceased lived. If institution: Retidence before admission) 
8 . °. b. COUNTY 
5 rf Vi Carroll MARYLAND Maryland Frederick 
ae B- CITY OR TOWN (If oulide corporate limit, write Te. LENGTH OF STAYIN Tb €. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
3 ive nearest town ‘ 
8 $2 Bykesvilie 22yrs.1mo. Frederick J= 3 
= 22 r Ic d. HAT ORO AL (If nat in hospitol, give street oddress) d. STREET ADDRESS e. is RESIDENCE 
+ £5 Cle 
hae - Springfield State Hospital 5 Hamilton Ave. ves] No fg 
a © 3. NAME OF First Middle lost 4. DATE Manth Doy Yeor 
a ve 8 (Type or prinl) George Potts DEATH March 6 s 19 61 
Zz »os $. SEX 6 COLOR OR RACE |7. MARRIED (] NEVER MARRIED [7] | 8- DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
ISS last birthday) [Manths| Days | Hours] Min. 
eae Male White — |woowe _oworceog] | December 1,1888 
2 VE Be 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 egs eine moit of working life, even if retired) 
g wee Carpenter (Retired) - Maryland U.S.A. 
ee BR 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
2 382 And 
$ 3oe rew Potts Elizabeth Miller 
ee al ee 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? [16 SOCIAL SECURITY NO. ]17. INFORMANT ‘Address 
= See Pac aeeLarotey «tC Gre dior or date of toric) 
8 of % No - | Qe Springfield Hospital Records 
< £8 
Bree 18. CAUSE OF DEATH [Enter only one couse per line far (a), (b), ond (¢}-] INTERVAL BETWEEN, 
. 20 2 . 
2 oss bs, 1 DEATH MAS neko o_Massive hemorrhage from chronic duodenal ulcer. ours. 
= ££5 S ; DUE TO 
o >. - 7 : 
= 23 3 Conditions, if onyMwhich & Polycystic kidneys. Years. 
é 6 gove rise to immediote 
3.68 5 cause (o}, stating the under- ( DUE TO 
Feae © lying cause lost. {c) 
£6235 dyinguedwsedosti: 
31285. ra el. OTHER SIGNIFICANT, CONDITIONS CONTEIBUTING TO DEATH BUT NOT RELATED TO THET DISEASE CQNDITION GIVEN IN PART l{o]|19. WAS AUTOPSY 
Jee 2] ¢, 8. “associa ted qs ra central nervous By ystem syphi tis, menangoencephaL— rer ooo 
sagos & h _ psychotic reaction be n 
< = = <2 
Feiss = [200. a os Beet (1 ]20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 1B.) 
FSSC 5 wal |B ]OR CONTRIBUTING CO CAUSE OF DEATH 
Zeess | (ie EITHER, NOTIFY MEDICAL EXAMINER) 
Zstss 5 20. TIME OF INJURY Month, Dey. Year |20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, farm, 1 20F. (City or town) (County) {Stote) 
= 5° ces rat Hour 0. m. + While o Nat while foctory, street, office bldg., etc.) | 
=>2 = + wark [_] of wark \ 
ape? = Pm. ot wai Oo 
vag es ; ; : 
gaat ae, 21.1 certify that (I) (this haspital) attended the deceased from_March 7, 1959, sdfarch 6, _ 1PL_, that (!) (we) last 
My 
@. $s saw the deceased alive on_March 6, _ 1961, and that death accurred at____.M, fram the causes and an the date stated abave. 
Eros8 2c. SIGNATURE C, 2b.DATE 
peo yj ATTENDING MED. STAFF _ 
Sep 3s be, bel Me M.D. | PHYS, O)__Diréctor PHYS. 3/6) 
Oegsre 2c. PHYSMBIAN’S = ‘72d, ADDRESS 
alae NA\ F 4 
Zt 8S | (hee! Agustin delCampo, M.D. Springfield Hospital, Sykesville, Md. 
2.6 Sasa nos nos oe ag ee a ee Sees 
a” Ee 780, BURIAL CREMATION, [Zab DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY ie LOCATION (City, tawn, ar county) (State) 
~S 8 REMOVAL (Specify) 
ofa at Bu B06 0Ux Oak Hill Cemetery; Legore Frederick Coe, Md. 
a, I "§ SIGI 7 Es Mees ADDRESS . REC'D BY REGISTRAR | 2Sb. REGISTRAR’S SIGNATURE 
c=] “ 
mse SS BxaAZe2 be) Aili Ptihh 10°61 | Catton Kan 


2952 CERTIFICATE OF DEATH 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 02 935 
e 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 


+) ks, 
E) Pad ig rosaries | 2 USUAL RESIORNGE {Where deceased lived. If institution: Residence before admission) 
$ °. °. b. COUNTY 
Pty Z Carroll marvianp || ° Maryland eit 
, ° 3 b. CITY OR TOWN (IF outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give ee town} 
g & RURAL and give nearest town) 
o“ 
ee ykesvi 6mo. 16 days Baltimore >VG)l G. 
€ 22 d. NAME OF HOSPITAL lf not in hospital, give street address) ‘d. STREET ADDRESS. =F ©. 15 RESIDENCE 
oS = ee; t OR INSTITUTION ON A FARM? 
¢ 5S 0 | c| Springfield State Hospital ShS N. Charles Street ves (No Gk 
be, 
. ~[3. NAME OF First Middle Lost 4. DATE Manth Day Year 
ro DECEASED | F 
< = 8% Qed Sta MARSHALL WILSON RIDGELY DEATH 3 2h 1962 
es S. SEX 6. COLOR OR RACE |7. MARRIED [NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
S lost birthday) [Months] Days | Haurs Min. 
$s Male White |wiowe pivorced] | 4-23—9h, oe 
¢ 10a. USUAL OCCUPATION {Give kind of work dane| 10b. KIND OF BUSINESS OR INDUSTRY | 11. 8IRTHPLACE {Stote or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
5 during most of warking life, even if retired) 
2 Chauffeur Private-Retired Maryland TSA 
g 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
< 
= Walter B. Ridgely, dec. Blanche M. Hurtt 


MPERMON shall W. Tdgely-kSts-n, Charles St. 


Then please remove carbon papers. 


PS : * 
2 DUE TO 


Conditions, iP ony, which w__Arteriosclerotic heart disease 


(Yes. 10, 0¢ unknown} {If yes, give war or dates of service) 
no | 28-03-0655 Hospital Reco 
18. CAUSE OF DEATH [Enter only one couse per line far (0), {b}, ond (c)-] INTERVAL BETWEEN, 
wel! +. DEAT! 
i Tha Sea te) Coronary Insufficiency 


gove rise to immediote 
cause (a), stoting the under. ( OVETO 
lying couse lost, ) 


Chronic Brain Syndrome associated with cerebral Witter 


Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE Ses GIVEN IN PART 1(a) | 19. ee He Pa! 
Lityipenphnass ey 
Yosis without/vs o No &) 


= 
3 
$ 
3 
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= 
6 
Le 
2 
= 
5 
g 
ry 
— 
2 
6 
¢ 
o 
i] 
13 
2 
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OR CONTRIBUTING [1] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ar oe IL af item 1B.) 


20. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 


While Not while 
jot work [7] ot wark 


foctory, street, office bldg., etc.) | 
H 


PHYSICIAN: The law requires that the death certificate be executed within 


MEDICAL CERTIFICATION. 


ital or attending physician. 


o 


saw the deceased alive an.__3, /2/61.__ Ue. 


20e. PLACE OF INJURY (Home, farm, | 20F. (City or town} 


(County) {(Stote) 


. fram the causes and an the date stated above. 


STAFF 


‘Wb. DATE 


PHYs. 


3/2h/61 SIGNED 


DIRECTOR: After this certificate has been signed by the attending physician and completely fi 


Ky Af ATTENDING MED 
t M.D. | PHYS. DIRECTOR 


22d. ADDRESS 


ined by th 


Nel ae Ms Gross, MeDe 


poge 3 should be detached far use as the burial-transit permit. 


the Stote Board of Health prior to buria 


TO OR ATTE 
« 


23a, BURIAL, CREMATION, | 23b. DATE a 3c. NAME OF CEMETERY OR CREMATORY 
>2 REMOVAL (Specify) 
Bo 27-61 Oakland 
~ 34, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 7 ; 
) igo 
VR AIS (4) TH, vf p 
TSM 9/59 syle fe iY lho 7he he YL 2 ALL Ctbot § Kata, 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND ‘6 
2953 CERTIFICATE OF DEATH 02936 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before eg 


2. COUNTY Carroll marvann || ° STATE ay ryland ce Montgomery 


b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


RURAL ond give nearest town! S 
Sykesville 1 mo. 8 days Silver Spring IS —2 
d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
OR_INSTITUTION ON A FARM? 
Springfield State Hospital 571 E, University Lane ves C]_No Te 


|. NAME OF First Middle lost 4. DATE Month Day Yeor 
DECEASED 


(Type or print) Myra Leigh Minor Riley DEATH March 8 19 61 


5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED (-] | 8. DATE OF BIRTH 9. AGE (In years IF UNDER 1 YEAR| IF UNDER 24 HRS. 
Z 8 byrthdoy) |Months] Days | Hours] Min. 
Female | White  |wnoweotg  oworceoO | June 25, 1875 Sy 


109, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


None - Virginia U.S.A, 


13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


W. D. Minor Julia - 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


eae hee acti Tr i Springfield Hospital Records. 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c}-] INTERVAL BETWEEN 


l ya | DEAT MCbIATE Cause jo, __ CONfluent bronchopneumonia due to Days. 
a rh DUE TO staphylococcus. 


Conditions, if ony, which is 
gove rise to immediote 

couse (0), stoting the under- ( DUE TO 
lying couse lost. «) 


et Wl, OTHER SIGNIFICANT,CONDITIONS CONIRIBUTING TO QEATH BUT NOT RELATED TO,THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
c. Bb fassoc.with cere clerosis with psychotte reaction, ee, 


= 


age 4 
irectar, 


Pages 1 and 2 should be filed with 


& 


by the funeral 


4 baurs after dea’ 


Ps 


fit 


Then please remave carbon papers. 


transit permit. 


OR CONTRIBUTING L] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {(Stote) 
While nihil foctory, street, office bldg., etc.) | 


19 Jot work [J ot work t 


= 
eA 
iy 
a 
— 
9 
to] 
al 
e 
5 
4 
i 
a 
ES 
£ 
a 
oD 
= 
3 
€ 
ie 
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© 
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= 
5 
2 
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€ 
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e 
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4 
a 
8. 
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2 
rl 
g 


re 
5 
_ 
ES 
£ 
a 
D 
€ 
€ 
2 


20a. ACCIDENT WAS UNDERLYING £) \* DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 


13 
2 
= 
Uv 
Hy 
5 
3 
3 
H 
5 
8 
3 
2 
3 
8 
= 
5 
g 
£ 
° 
8 
3 
2 
i 
3 
= 
s 
3 
z 

8 
z 
8 
y 
2 
= 
z 
< 
2 
a 
$ 
= 
= 


MEDICAL CERTIFICATION 


ital or 


DIRECTOR: After this cer 


961, that (1) (we) last 


eo 


22b. DATE 
mv. [ATS NS Bikector Pays, OX 3f Vex" 
22d. ADDRESS: 
Springfield Hospital, Sykesville, Ma. 
23c. NAME OF CEMETERY OR CREMATORY Bd. LOCATION (City, town, or county) (Stote) 


Ft. Lincoln Cemeter orge Co. Md. 
24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 250. REC'D BY REGISTRAR 2Sb. REGISTRAR'S SIGNATURE 


ext A 2 Pui rey {| Bethesda, Marylan MAR 1 061 Cikban £ Tiras 
: : . $.B¥ ATE 


LOR ATTE 
ined by th 


in 
4 


may 4 


TO FUN: 
page 3 should be detached for use as 


TO HOSP, 


oe 
aa 
a 
cs 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


=i 
» 


. ee 2954 CERTIFICATE OF DEATH 54 
S ee 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) nes 
8 8. 8. b. Tr 
e@: M ) Carroll MARYLAND Maryland COUNTY Balto, City 
Ss 3 B. CITY OR TOWN Jf outside corporole limits, write Tc. LENGTH OF STAY IN Tb €. CITY OR TOWN {IF outside corporote limits, write RURAL ond give nearest town) 
3 ‘ond give nearest town) : j 
i, Sykesville , months Baltimore 29 V cy 
= 22 | =| dd. SMO Ora {If not in hospitol, give street oddress} d, STREET ADDRESS @. IS RESIDENCE 
= as 
oe |__ Springfield State Hospital 120 Caton Ave. ves) No ®] 
~ } 5 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
.W@, (Type or print) Albert Eugene Rippelmeyer beam March 10, 19 61 
: 5. SEX 6. COLOR OR RACE |7. MARRIED [X] NEVER MARRIED [-] |B. DATE OF BIRTH 9. AGE (In years [IFUNDER 1 YEAR|IF UNDER 24 HRS. 
ae lost wittheoy). Months| Days | Hours} Min, 
Male White wivowen[] —svvorceo] | January 21, 1883 78 oy. 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 


Missouri U.S.A. 


Sales manager 


(1) 13. FATHER'S NAME i. 14, MOTHER'S MAIDEN NAME 
Frederick Rippelmeyer - Majion Kae a 
aaa 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. T7 INFORMANT 


Then pleose remave carbon papers. 


c 
££ > 
3 3 

a 
Eas 
2 6 
g 8 
8 3 
2 8 

© 
o o 
5 aee 
ge 3 
2 
x 6 (Yes, no, oF unknown) (IF yet, give war or dotet of rervice) 
8 No - - Springfield Hospital Records 
an 
ae 1B, CAUSE OF DEATH [Enier only one couse per line for (0), {b), ond (c)-] INTERVAL BETWEEN 
3 2 PART |. DEATH WAS CAUSED BY: . ORE SUD Gear 
eet OS IMMEDIATE CAUSE (0} Carcinoma of the bladder with metastasis. Years. 
5 = Pes Tc DUE TO. 

a 
= 3 Conditions, if ony, which (b) 
ty a gove rise to immediote 
3 5 couse (o}, stoting the under. ( DUE TO 
Few lying couse lost. a 
Tt. pedi a ET 
2 3 3 a ge Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19, WAS AUTOPSY 
Ses 2| C.B.S. with senile vein disease. Wey No 
eas $ 
2 g 
For | © [29a ACCIDENT WAS UNDERLYING 1) ]20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 1B.) 
cae. ¢ & | OR CONTRIBUTING [) CAUSE OF DEATH 
“52 VU U |{IF EITHER, NOTIFY MEDICAL EXAMINER} 
Sos & J20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County) {Stote) 
eo a Hour 0. m. While Net while factory, street, office bldg., etc.) | 
ase s p.m. 19 Jot work [] of work] H 

ay 


21. 1 certify that (I) (this hospital) attended the deceased from_341/59_____ 
saw the deceased alive an_March 9, 19. 63, and that death accurred at. 


Nees 


A 


page 3 should be detached far use as the burial-transit permit. 


the State Board of Health prior ta burial, crematian, or removal, ond in any event, within 72 hours ofter death. 


a 5S 6 Zo. SIGNATURE aH aw 
<2 Carrwlin, del sey wo [ARE™? OQ Mao HAL 3/10/64 
08 2hc. PHYSIGIAN'S, 22d, ADDRESS 
. “ye(ve)  Apustin delCampo, M.D. Springfield Hospital, Sykesville, Ma. 
& a re 230. REMOVA py ei 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {Stote) 
>5 R pecify = = 
£32 ) 4s BLel | PROSPECT LU[LL-\| YORK Kb TowSon OD 
7 <4 “Sy. wes raat 'S SIGNATURE ADDRESS 2S0. REC'D BY REGISTRAR ‘5b. REGISTRAR'S SIGNATURE 
ease! SY DIPPEL LHS _YU/0 BALA Ihe FD \oxeMAR13'61_| then £ Hawa 


MARYLAND STATE DEPARTMENT OF HEALTH —--— — 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND | 


’ 
*. 


me 


~ 02938 


a 2955 CERTIFICATE OF DEATH ee 
S ae ! 1, PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmission” 
$ er °. ‘ 
8 Carroll riisiodas Maryland eg 
B b. CITY OR TOWN (if outside corporote limits, write | c. LENGTH OF STAY IN Ib ©. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
aor oo RURAL gnd give nearest town) . , a 
ae ykesville Tyrs.e3mos.2hidays Baltimore » YO | 
€ "2 & d. NAME OF HOSPITAL (If nat in hospital, give street address) @. STREET ADDRESS @. 1S RESIDENCE 
ie OR INSTITUTION ON A FARM? 
g 35 pringfield State Hospital 30 We Biddle St. yes 2) No Gt 
2 6 3. NAME OF Fiat Middle Lost 4. DATE Month Doy Year 
a ce (pesos Abraham Scherman DEATH March 28 ; 1961 
c 2 8% 
: 9 S. SEX 6. COLOR OR RACE | 7. MARRIED [[] NEVER MARRIED 8. DATE OF BIRTH 9: AGH see JIE UNDER 1 YEAR| IF UNDER 24 HRS. 
7 jast birthdoy) | Month: int 
Male White wipowep [] vivorceo fj | January 2,188) Wo cs Maa le ee 
10a. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
ailor = Austria Austria “ 


13, FATHER’S NAME 
Isaac Scherman 


14, MOTHER'S MAIDEN NAME 


Rachel Siegaltuch 


Then please remave carbon papers. 


2 > 
a 
a 
2 3 
2 6 
dealt 
5 2 
gree 
a e 
2S 
ae 
tigers 
= = 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
: ao (Yes, "Ft unknown) UF yes, give wor or dates of service) es 
B 2 ° | - - Springfield Hospital Records 
Dl) de. 18. CAUSE OF DEATH [Enter anly one couse per line for (0), (b), and (c)-] INTERVAL BETWEEN 
3 2 PART I. DEATH WAS CAUSED BY: ONSET ARE RD CAT 
2° br DEATIMMEDIATE CAUSE {a} Myocardial infarction Days 
. = &p \ oo. ©) pueto 
oe aU a * 
=D Conditions, if ony. which «Coronary occlusion Days 
3 B. gove rise to immediote 
= &. cause (0), stating the under- BUE TO 
ges lying couse lost. «@_—_Arteriosclerotic heart disease Years 
£6 
a | 5 far. Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. WAS AUTOPSY 
23a c e enizophnrenla. vB) No 
2'ao 4 uv 
2 o 
= 24 = 200. ACCIDENT WAS UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Port I! of item 18.) 
Bas & | OR CONTRIBUTING C] CAUSE OF DEATH 
<q § 3 U |(IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 3 = & [20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, (City or town) (County) (Stote) 
5° 6 Hour o.m. While er white’ foctory, street, affice bldg., etc 
msi = p.m. lat work (] at work i 
Oss 


Pp 


21. | certify that (I) (this hospital) attended the deceased fram..March_7.,___. 19.55, toll C0» ___, IMA_, that (1) (we} last 
saw the deceased alive onMarch 28, _ 1961 and that death accurred at 11: 5S Aun the causes and an the date stated abave. 


TO HOSPITAL OR mm 
@oes 


ATTENDING MED. STAFF 
PHYS. DIRECTOR CL) PHYS. 


ined by t 


22d. ADDRESS 


DIRECTO! 
page 3'shauld be detached for use as the burial-transit permit. 


. DAKE OF CEMETERY OR CREMATORY 


25b. REGISTRAR'S SIGNATURE 


Onkhun £ Fraswa 


2S0. REC'D BY REGISTRAR 


DAIEAR 3 0 761 


2% 
Pe 
=> 
2 

3 

oe 
oa 


1 


FOR STATE 
HEALTH DEPT. 


bd 


for. 


a 
=~ 


delay is nec 
ineral direct 


% 


4 should be forwarded to the Chief Medical Examiner’s Office along with form PM3. Page 5 may be retained for your files. 


®) 


in 24 hours after death. 


writing the word “pending” in pencil in ltem 18. Give Pages 1, 2, and 3 to 
‘ile pages 1 and 2 with the State Board of 


or its designated agent, prior to burial, cremation, or removal, and in any event within 72/HOtrs after death. 


XAMINER: This certificate should be executed wi 
q f 


cert icate, 


MEDI 
ecute the 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. 


TO Dj 
pl 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MAPNYANB ') 


2956MEDICAL ‘EXAMINER'S CERTIFICATE OF DEATH 


1. PLACE OF DEATH ~ ~~] 2, USUAL RESIDENCE (Whare daceased lived, If institutlon: Residence before edmission) 
@. COUNTY @. STATE b. COUNTY 
Carroll MARYLAND Maryland Washin sor 


Fb, CITY OR TOWN (if outside corporata limits, ~ |e. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If outsida corporate limits, write RURAL end give neeres! town} 


write RURAL and give neerest town) 
Sykesville Imo.,9days || = Hagerstom = Ss / C3 


ce NAME OF HOSPITAL OR INSTITUTION [if not in hospitel, give sireet eddress) d. STREET ADDRESS °. aia 
ON A FA 
Springfield State Hospital _____ 221 N, Locust St, ves {_] Nox] 


- NAME OF First Middle 4. One® “Month Dey Yeer 
* DECEASED 


(Type or print) Alberta Elizabeth Harshman Semler | S:arx 30, 19 61 


Eo atte 6. COLOR OR RACE] 7, MARRIED PX] NEVER MARRIED [] | 8 DATE OF BIRTH  a|9-cne rs | IF UNDER 24 HRS, 


Female | White wivowe[] vivorceo[]| February 11,1906 oe erie gba iter), | Me. 


‘Wa. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) "| 12. CHIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 


Ionaerese | ryland rae U.S.A. 


13. FATHER’S NAME 14, _Mexy. ‘S$ MAIDEN NAME 


| Ira Victor Harshman st . _ Elizabeth Biddle =, 
115. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 17, INFORMANT Address 
(Yes, no, or unkown) | (Ifyasgiva warordetesofservice)| 
AS NM EIOS e so abe Ea Springfield Hospital Records +2 
18. CAUSE OF DEATH [Eniar only one ceuse per lina for (e), (b), end (c}.) INTERVAL BETWEEN. 
PART |, DEATH WAS CAUSED BY: 


uy ; IMMEDIATE CAUSE (a) PUlmonary embolism = 


ONSET AND DEATH 


7 ¢€ DUE TO 
Conditions, if any, which (b)_ 


Heart failure 


steting the DUE TO 


cause lest. (c) 


Rheumatic heart disease 


PART Il, OTHER SIGNIFICANT CONDITIONS ‘CONTRIBUTING TO ‘DEATH BUT I NOT yT RELATED TO THE TERMINAL “DISEASE CONDITION GIVEN 19. WAS AUTOPSY — 


Pre-senile brain disease. = =—~S eee 1 


20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURED. (Entar nature of Injury In Part | or Part Il of tam 18.) 
PRIMARY [1] or CONTRIBUTING (] 
CAUSE OF DEATH. 


0c. TIME OF INJURY Month, Dey, Yee Od. INJURY OCCURRED | 206. PLACE OF INJURY (Homa, ferm, ' 20f. (Clly orlown)—~—~—~«(Counly) (Stata) 
noe. Witiiamed NeT Wine factory, street, office bldg., ate.) | 


ae 19 at work [_] at work 
21. 1 certify that | took charge of the remains described above, held an Autopsy (x. Inspection {x Inquiry fr]. and in my opinion 
death resulted ; Natural causes cia Accident C1. Suicide [ak Homicide Oo Undetermined manner Oo 


Pie CHIEF MEDICAL EXAMINER [_] 
ACTUAL . 4 K ) 
SIGNATURE Settle map, ASSISTANT MEDICAL EXAMINER = i DATE SIGNED 


DEPUTY MEDICAL EXAMINER 
James T. Marsh, M.D __ 3/30/62 


Addrass (Street, city, town, or county) 


MEDICAL CERTIFICATION, 


REMOVAL (Specify) M 
Burial 4o2-61 Rest Haven Cemetery Hagerstown, d. 
23, FUNERAL DIRECTOR “ADDRESS 24a, REC'D BY REGISTRAR { 24b. REGISTRAR’S SIGNATURE 


™\ | 22e. BURIAL, cic | 22b. DATE THEREOF ig NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, ‘town, or F country) 


cott F. Minnich & Son Hagerstown, “d. oan PA 3 61 eo eg 


—— 
Se 
& 33 
jo =/ 
wo 
g 5 
3 §2 
= ie 
5S ¢ 
S$ = 
oe 
5 e-) 
3 


Poges 1 ond 2 shoul: 


Then please remove corban papers. 


PHYSICIAN: The low requires that the deoth certificote be executed within 24 
the registrar prior to buriol, cremotian, ar remavol, ond in any event within 72 haurs after death. 


tal or ottending physicion. 


e 


ined by the 


OR ATTE 
DIRECTOR: After this certificate hos been signed by the ottending physician ond completely fille: 


6 


page 3 should be detoched for use os the burial-tronsit permit. 


TO HOSI 
moy bi 
TO FUNI 


gs 

> 
2a 
32 
as 


) 


—= 


- 


Z 
ae. 


(+) 


os 


~~ 


fy A eee te le dell y got Ee Mein Ste 24a. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
‘! fer 9, Jagfen x. iestminster, ide ij 61 aa i. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
2957 CERTIFICATE OF DEATH nee. no, U2 941) 


1 bass hee ald as Se etc (Where deceosed lived. If institution: Residence before odmission) 
3 Carroll County MARYLAND || * Maryland br COUNTY "Gerrold Co. 


b. CITY OR TOWN (If outside corporote limits, write ¢, LENGTH OF STAY IN 1b c, CITY OR TOWN ([f outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) 
Reese iid. Iyr 3Mose ~ Reese Md. near Westminster 
d. NAME OF HOSPITAL (IF not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
OR_ INSTITUTION v] ON A FARM? 
Caple Boarding Home Reese, Md. Old Baltimore Road yes C] NO fF 
a. ay oo : First Middle 5 Last 4. ge " Month Dey Yeor 
(Type oF print) Rhoda May Simonson DEATH March 6 19 6L 
5. SEX 6. COLOR OR RACE |7. MARRIED} NEVER MARRIED [] | 8. DATE OF BIRTH 


F W WIDOWED [F pivorceo(] | Nove 5, 1884 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY 
during most of working life, even if retired) 


9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
wr birthdoy) [Months] Days | Hours] Min. 
yrs. 


11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


“+ -- Maryland USA. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Harry He. Hymiller Martha Waltman 
pe ee EER: Guetony 16. SOCIAL SECURITY | INFORMANT pic Malcolm Drive 
-- -- 220-05-4436D|daughter Mrs. Stanley Green westminster Md 


18. CAUSE OF DEATH [Enter only one couse per_jine for (0), ( 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (01 


YY } DUE TO 


‘ond, {e)., INTERVAL BETWEEN 


a heck taf} 


) 


V 


Conditions, if ony, which 1 
gove rise to immediote 


couse (0), stoting the under. ( CUETO 

lying couse lost. te) 
Paat Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)]19. arnt eoe 
yes] No] 


200. ACCIDENT WAS UNDERLYING 1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED =} 20e. PLACE OF INJURY [Home, farm, ; 20f. (City or town) (County) (Stote) 
Hour 0. m. While Not whi Factory, street, office bldg., etc.) ! 
p.m. 9 work [] ot work [] 1 lp 


MEDICAL CERTIFICATION 


21.1 ot that | ee cer e pc gee de MA Lge: 19. Af, trite £2... 19 bf thot | last saw the deceased 
alive an_ pI, 1 p and that death accurred of 9M, fom the causes gnd an the date stated abave. 


4 () i ’ V4 A SS (Strget, city or je DATE SIGNED 
ACTUAL 
signature | AS ZY7 Zed Vth deLip6 YH. 

rye “ Biss, 
re as eens SESS Oe ee ee 
Ro. UALR 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
ify) 
igtel 3/9/61 Baust Cemetery ear Tyrone Carroll Co. Md. 


1 1 MARYLAND STATE DEPARTMENT OF HEALTH 


DIVIStON OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


2959 CERTIFICATE OF DEATH 02945 


uN 


- & 
& 3 ‘3 ia PLACE CF DEATH q a USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 
of °. °. b. COUNTY 7 
eo: CA Rao Le MARYLAND A akfo 
Sh b. CITV-QR TOWN (If outside corporate limits, write |’. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outsidg corporote limits, write RURAL ond give nearest town} 
8 8 ‘ond give nearest os Z A ps ae 
° $2 ARKeE eadcs ARK . ~ 
< 322 a: NAME OF HOSPITAL (IF not inihospitol, give street/ocdren} d. STREET ADDRESS = ©. IS RESIDENCE 
a ean OR INSTITUT] : 7240 3 eR MA fed ON A FARM? 
2a ac Vagers Mvesin DEES i 
2 5 \ lo 3. NAME OF First Middle 4 DATE Month Day Yeor 
x a . 
= ws (Type of print) SARA ibs E Smirk BeaTH Maeck 5 19 7 

8 S. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] |8. DATE OF BIRTH 9. AGE 41 years [JF UNDER 1 YEAR] IF UNDER 24 HRS. 

4 loss pirthdoy) | Months] Doys | Hours] Min. 
\ wivowen [5 oivorceo | OC yrs. 


WwW "OM ‘Stote or foreign Saet 12, CITIZEN OF WHAT COUNTRY? 


LEI 


TOo. USUAL DCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 
unig font of working lifer even if ctived) ~ 
OUSeE WI A 


13. FATHER'S NAM| Va be 'S MAIDE! 


Be hand. 
SON ahaa YA- Cae OAS 
1S. WAS DECEASED EVER IN U. S. ARMED. Ca SOCIAL SECURITY NO. | 17. INFORMANT Address 
313-03 vibpsdmee °C Kiklec S30 Beryl Rel 


{¥es, #0, or unknown) | {if yas, give war or dotes of service) 
18. CAUSE OF DEATH [Enter only one couse per 2 for (0), (b), ond (c)-) INTERVAL BETWEEN 


Ke 
ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY: 
eecwark, Shr fe 
DUE TO. 


ED BY: 
y > ln CAUSE [o} 
Conditions, if ony, Which ie O tect. Pom Damed 
gove rise to immediote 
couse {0}, stoting the under. ( DUE TO 


lying couse lost. Rei py oa hay > Mt 
DISEASE ha Karke GIVEN I 


. Then please remove carbon papers. 


PHYSICIAN: The low requires that the death certificate be executed withi: 
fter this certificate has been signed by the attending physician and completely fi 


Bs 


23a. Pa L, CREMATIO) 
a: YAR (SP ci 
(oO ei 


the Stote Board af Health prior to burial, cremation, ar remaval, and in any event, within 72 hours after death. 


E 
: & 
$28 
8s - Paar I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMIN: IN PART 1(0}]19. WAS AUTOPSY 
Pees 9 
£33 s yes [1] NO 
a. = ]200. ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
fod = 
an & | OR CONTRIBUTING [] CAUSE OF DEATH 
$22 C | (IF EITHER, NOTIFY MEDICAL EXAMINER) x 
SEs 3 |20c. TIME OF INJURY Month, | Doy, Year |20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, farm, | 20F. (City or town} (County) (Stote) 
See a Hour o, m. While Not while foctory, street, office bldg., etc. ut 
eee 3 p.m, 19 Jot work ([] ot work [J 
on, 
3 21. | certify that (I) (this haspita)) attended the deceased fram, ~ o i {ae ot 19.4¢, that (1) (we) last 
Pa saw the deceased alive an. PS R._ 19S, and that heath ere ate fram the causes and on the date Sfated above. 
263 Zo, SIGNATURE 22b DATE 
BG? ATTENDING MED. STAFF SIGNED 
3 mg M.D. | PHYS. (a Bieector QO Prys. O 
8 5 ss 22c. PHYSICIAN’ ‘22d. ADDRESS 
5°53 NAME (Type) 
= 
o 
n o 
& 
° 
a 


TO HOSPITAL OR ATTI 
¥ 
ca 


Le DATE THEREOF 2x. E OF Cl METERY. OR wey 23d. U TION (City-town, or county) Vink 
~S i 
. BY Vb LE ee we } of 177 b 12 
2 ’ ee DIRECTORS SIGNATURE f “ADDRESS / D 250. REC'D BY en) 25b, REGISTRAR'S SIGNATURE 
i / EAR 6 > 
‘em yap" NE has ven Zien ¥ Sow SF GA Mae len & DATE 5 Cthen L Kies 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


2959 CERTIFICATE OF DEATH 02942 


ge 4 
= 
= aa 


Lo 


DIRECTOR: After this certi 
page 3 should be detached far use as the burial-transit permit. 


sow the deceased alive eee 2,-.1961 and that deoth occurred ot LOB, fa these causes ond an the date stated abave. 


ee 
32 1, PLACE OF DEATH 2 USUAL RESIDENCE (Where deceosed lived. If islitulion: Residence before a. 74 
Sa? 2 0. COUNTY hay Pane °. ‘ie - b. COUNTY 
i = arro fa f Balto, 
3 J 3 b. cee row (I outside corporote limits, write ¢, LENGTH OF STAY IN 1b c. CITY OR TOWN (|f autside corporote limits, write RURAL ond give neares! town) 
s URAL ond give nearest town} a 
2 $5 =< ~ he, 
oS kesy z 5 days Baltimore 18 3V a4 f. 
eee ‘d. NAME OF HOSPITAL (If nol in hospital, give street eae ‘ d. STREET ADDRESS e. 1S RESIDENCE 
oO = Es 4 “ OR INSTITUTION ON A FARM? 
: 32 () [Z| ‘Snringfield State Hosnita 2018 N, Calvert Street_ eH) NO 
2 e 3. NAME OF Fint Middle Lost 4. DATE Month Day Year 
a ine i 5 
oes Mypeereeiod abeth Grace Stirling DEATH March me, 19 61 
= s20 S. SEX 6. COLOR OR RACE | 7- MARRIED [] NEVER MARRIED [3g | 8. OATE OF BIRTH ‘AGE (In year: [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
peo Oo “Tost birthday) [Months] Days Min. 
25 wipowep [) DIVORCED 872 88 
3 2421) White March _3, 1872. 
2 (3 ce g 10a, USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
pale 3 during most of working life, even if retired) BaochoPratt Ian 
6 Bs e time BRA f_OPER. = 5 WS ahs 
3 is 2 iS 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
ete 
be Sie 
gage i Stirling = 
= = ra i 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
. a 5 € {Yes. 0, of unknawn) IIE yas, give war of dates of service) 
2 Pes No = 21809-9958 Springfield Hospital Records 
3 ig A = 18. CAUSE OF DEATH [Enter only one couse per line far (0), (b), ond (c).] INTERVAL BETWEEN 
5s 3 ae) PART I. DEATH WAS CAUSED BY: 2 a 
Slee P IMMEDIATE CAUSE __Cerebral thrombosis ays 
5 i165 L } . QUE TO 
oe 
= 825 Conditions, if ony, which (b) Years. 
¢ BES gave rise to immediole 
fetes aE cause (a), stating the under- ( DUE TO disease. 
Pe oan an ae 
Se 3 ng couse lost. a 
a oo a 
z 3 3 é iB Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1[0}|19. rea ees 
2s 5 é 5 if : : s FE 
£agos5 S B.S. assoc. with senile brain disease with psychotic reaction. ves] NO 
in 1 wo 5 = os ACCIDENT WAS_UNDERLYING 1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 18.) 
AUP te} & | OR CONTRIBUTING [] CAUSE OF DEATH 
eet 5 |(UF EITHER, NOTIFY MEDICAL EXAMINER) 
a s & [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town} {County} (State) 
5 y-) a Hour a.m. While Nol While factory, street, office bldg., etc.) | 
z— Q = p.m. 19 [ot work [7] ot wark H 
a 
a 
£ 
3 
=z 
‘o 
, 
2 
6 
a 
© 
= 


R= “7 SIGNATURE ae SIGNED 
> : ATTENDING MED. STAFF 

ote a. bel, Z 1 __birector )_PHYs. 3-3-61 

Ove 22. LA JAN'S 1 Sard 

rh NAMY (Type) 

= ustin_del Ca MD, pringfield Hospital, Sykesville, Md. 

F 230, BURIAL, CREMATION, 23b, DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION [City, town, or county) (Stote} 

=e BURVAT) | 3-6-6] Green Mount Baltimore 

S 2 »] 24, FUNERAL DIRECTOR'S SIGNATURE 25a. REC'D BY REGISTRAR 25b. REGISTRAR’S SIGNATURE 


sath Lins 


VR AIS (4) S Wm. Cook,inc., 1217 St. Peale leceek ong 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


2960 CERTIFICATE OF DEATH 


CF! 
2. USUAL RESIDENCE (Where deceased lived. If institution: Residence Henss 


Cheielig Ma tila ok. b. COUNTY ee eel 


<. CITY OR TOWN ‘o ovtside corporate limits, write RURAL ond give nearest town) 


1 


1. PLACE OF DEATH 
be asad C2 arro Wie MARYLAND 


b. Se ‘OR TOWN [IF outside corpgrote limits, write | ¢. LENGTH OF STAY IN 1b 


Poge 4 
director, 


® 


= 
3 
E 
55 
f7 
ree) 5 16 (90 q LMlters Marg laX 
2 22 1 Pad Msi (IF not in hospital, give street address) d. STREET ADDRESS e. pipe 8 
os eu VY G — 
£ 35 Lom, brew LSCOOG LfOPa ee ves CL] NO Bg 
2 . - 3. NAME OF First Middle tot |. DATE Month Doy Year 
ay ‘i (Type or print) Sie <4 WK / HERS DEATH force, AF i9G6/ 
° 
2 


6. COLOR OR RACE | 7. MARRIED[] NEVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
Months] Days | Hours] Mi 


Jenale, wiv wivoweD 9K Divorced [] JAN 91677 Com. 


100. USUAL OCCUPATION (Give kind af wark dane} 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or foreign cauntry) 
during most of working life, gven if retired) 
House O14 E 


MH o/d Fe La 
“ATHER’S NAME &. 14. MOTHER’ ba PLY AME 
(7) e LEefse | edeade: Minglerg 


5 WAS Kensibeen U RENE IEO os et 16. SOCIAL SECURITY NO. |17. INFORMANT . 
CEP SUSUR, ; 
irs William Aref, Millerr Maoh 


1B. CAUSE OF DEATH [Enter anly one couse per line fafa), (b), ond ().] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: 
xe rOoMic L7: yoOard Ls 


IMMEDIATE CAUSE (a) 


] X DUE TO 
Canditions, if ony, which eRe pa 
gove rise to immediote 


12. CITIZEN OF WHAT COUNTRY? 


LL ih Pre 


Then pleose remove corbon popers. 


the Stote Board of Health prior to buriol, cremation, or removol, ond in ony event, within 72 hours after death. 


ING PHYSICIAN: The low requires thot the deoth certificote be executed within 


e@ 


DIRECTOR: After this certificote hos been signed by the ottending physicion ond completely fi 


= 
& couse {a), stofing the ynder- (CUE ro " 
ges lying cause last. © REN ALAS. Z, 
4 6 a Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELA) TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1{o}/19. Merroueeated 
ES 2 ae 
Ee : Ss ——— ¥5 CLIN 
PS ‘ = ] 200. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | ar Part Il of item 1B.) 
ES J | | OR CONTRIBUTING 11 CAUSE OF DEATH ei Se _ ——_ 
5 © [UF EITHER, NOTIFY MEDICAL EXAMINER) 5 a 
° oT 20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, | T 208. {City or town) (County) {State) 
5 3 eis or ancl Fi While Nat white. factory, street, affice bldg., etc.) | 
s = TH lot wore Sat wor! Tees, = 
o 23__.19G@1, thot (I) (we) last 


saw the feceared alive onAZer es %G./ ong Yhot death h acca (*_M, fram the causes and an the date stated abave. 
2a. SIGNATURE 


poge 3 should be detoched for use os the burii 


ss <> 
So) OS ATTENDING: MED. STAFF 
25 Pi = Log (A Y Mo. | PHYS. pirector C) PHYS. C) 
oF ic. PHYSICIAN’ U = Tid. ADDRESS 
3po ] NAME We 4 Tus 
& 2 Z LLL 
Bh ee ea es SS SSS 
as 4 nab, DAKE THEREOF a Vit, | 
Eg oz 3 e563 6 Pe iis KL 2 
Hts 
ea2 DBRESS Mee REC'D BY REGISTRAR | 25b, REGISTRAR’S SIGHATURE 3 
VR AIS (4 ” 2861 Ckhwa 
15m 9/49. LY KECUL: a oatAR 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


2961 CERTIFICATE OF DEATH 
If institution: ee ae 


1, PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. 
°C YY STATE 


wY Carroll MARYLAND || © Maryland ee Carrol] 


b. CITY OR TOWN (IF outside corporate limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) 


Rural Taneytown Rural Tane 


d. NAME OF HOSPITAL (If not in hospitol, give street address) STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 


j 


. NAME OF First Middle Lost 4. DATE Month 
DECEASED OF 


pope eres William MeClellan Vaughn tara March 


5. SEX 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED [-] |8- DATE OF BIRTH 9. AGE (In yeors 


last birthda 2 
Male _|White __|wwoweng} oor) laprd] 2, 1884 r 


10. USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR oe BIRTHPLACE (State or foreign country) 


during most of working life, even if retired) 
Pipefitter Maryland 
Laura Ellen Groff 


teh 
13, FATHER’S NAME [" MOTHER'S MAIDEN NAME 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? (* SOCIAL SECURITY NO. |17. INFORMANT 


ait 


jrectar, 


with 


e@ Page 


Ih by the funer, 


Pages 1} and 2 shaul 


|, and in any event, within 72 hours after death, 


ibiee 


David Albert Vaughn 
(Yes, no, or unknown) | (If yes, give wor or dates of service) 


no 


1B. CAUSE OF DEATH [Enter only one cause ee Tine for (0), (6). and Le)-] INTERVAL Peery 


PART I. aaa att i cate (GERTE oy Qechateer Cspr C6ebte ~ 


eile 
1, AD } DUE TO 


4 . 


é f ™ 2. 
Conditions, if any, which b) t 
gave rise to immediate 
. DUE TO | 


Then please remave carban papers. 


couse (0), stoting the under- 
lying couse lost. ic} 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)]19. WAS AUTOPSY 
. aap . ae . PERFORMED? 
q Anite. floaty Yystoze, vs noO 
200. ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INIURY OCCURRED. (Enter naturd of injury infPar! | or Port Il of item 1B.) 
OR CONTRIBUTING LJ CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 0F. {City or tawn) (County) {State) 
Hour a.m. While Not while foctory, street, office bldg., etc.) | 
p.m. 19 Jot wark [1] at work [] ' 


21. | certify that (I) (this aie fended the deceased fram. ff =a ot een Nese tass = wel. that (1) (we) last 
saw the deceased alive an____—<— Zl ___191 2), and that death accurred ai M, fram the causes and an the date stated abave. 


Za. SIGNATURE WA 2b. eS 
ATTENDING ‘MED. STAFF 2 
= O - M.D. | PHYS. A oirector (]__ PHys. [1 


22c. beet 22d. ADDRESS 
NAME (Type) KK Ss. Ms Va. (7 q. oy . ‘OYE! 
ME 


230. meu CREMATION, | 23b. DATE THEREOF 23c. Ni OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) 


Boer” April 3, 1961|Lutheran Cemetery Taneytown, Carroll, Maryland 


\ 24, FUNERAL DIRE! yrs ee a ADDRESS: 250. REC'D BY REGISTRAR 25b. REGISTRAR’S SIGNATURE 
jt ioe a APR3 61 “ 
‘ O s & Son 2 9 DATE Corthun § Find 
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After this certificate has been signed by the attending physician and campletely Ff 


MF haspital ar attending physician. 


ined by 


TO HOSPITAL OR 
or 


TO FU 


DIRECTOR: 


page 3 shauld be detached far use as the burial-transit permit. 
the State Board af Health priar ta burial, crematian, ar removal 


may 


as 
=> 
Rr 
<5 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION ayy ISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARY YE 
FRTIFICATE OF DEATH 1e9S5 


1, PLACE OF DEATH 1-2, USUAL RESIDENCE (Whare dacaosed lived, if inslitution: Rasidence befora admission) 


a. COUNTY a. SSTATE b, COUNTY 
arts hes pon w sd manvianp || “Maryland 


b. CITY OR TOWN (if outside corporata iimits, c. LENGTH OF STAYIN Ib || c. CITY OR TOWN i ‘orporala limits, write RURAL and giva naarast town) 
write RURAL and giva nearast town} } 
| Baltimore = yO } 
6 NAHE OF a, “OR INSUUTION {if not in hos; give streatflddrass) | ~~ “d. STREET ADDRESS TS RESIDENCE 
ON A FARM? 


ond, aN Suunhesmvl “€! 91S N. Auguste Avenue ves] No[} 
iddla 


. NAME OF First Last {4.1 Month Day “Yaar 
DECEASED . 


(Type or print) WwWR mM beara March Lees 19 61 
5. SEX 6. COLOR OR RACE|7, MARRIED m NEVER tet } 8. DATE S al im” 9. AGE (In yaors |IFUNDERT YEAR| IF UNDER 24 HRS, 
Female White last ie Months] Days [Hours | Min. 
? wipoweD [] _ivorcep ol Aug. 18, 1877 83 ys. | 

10a, USUAL OCCUPATION (Give kind of work | IDb. KIND OF BUSINESS OR INDUSTRY | 11. SIRTHPLACE (County & Stete, of foreign country) | 12, CITIZEN OF WHAT COUNTRY? 
dona during most of working life, avan if ratirad) | | 

Housewife | - | Balto., Md, Wy SsA. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 

| 

_ George Hess | Karolyn ? 

1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT olay > Maryland 


~@: after 


in 


'y filled in by the funeral 


bon papers. Pages 1 and 2 should 


Mt witht 


ind comp: 


(Yas, no, or unkown) | (Ifyas givawerordatas of service) 


pe: >. |__ none Rev. Karl H, Wareheim-En-ory Church Road _ 
CAUSE OF DEATH [Entar only ona cause per line Jor (8), (b), and (c).] "INTERVAL BETWEEN 


PART !. DEATH WAS CAUSED BY, on 
IMMEDIATE CAUSE (a) 


LA DUE TO 


Conditions, if any, which 
gave rise to Immediata cause 
(a), stating tha undarlying 
cause last, 


PART Il. OTHER SIGNIFICANT CONDITIONS CON y ftinc 5 TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION G GIVEN IN PART la) 19. WAS AUTOPSY 
+ PERFORMED? 


js Exe 


Then please remove 


ital or attending phy: , E 
After this certificate has been signed by the attending physician a 


director, page 3 should be detached for use as the burial-transit permit. 


2D. ACCIDENT WAS UNDERLYING |] | 2Db. DESCRIBE HOW INJURY OCCURED. (Enier natura of injury in Part | or Part Il of itam 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED | 2De, PLACE OF INJURY (Homa, farm, | 20f. (City or town) (County) (Stete} 


Hour e.m. While Not While factory, straat, offica bldg., etc.) ‘ 
LFivbef, that (I) (we) last 


cae at work [_] at work 
the causes Te on the date stated above, 


MEDICAL CERTIFICATION, 
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retained by the hos; 


22b, DATE 


| ATTENDING , ]GNED 
_ |g Ea fas Wes 
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je 4m 


RAL DIRECTOR 


eet AL O. 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any ev 


\L, CREMATION, | 23b, DATE THEREOF ee Zac, NAME OF CEMETERY OR CREMATORY 23d, LOCATION Tea. SS (Stata). 


. BUR 
REMOYAL_ (Spacify} 
Druid Ridce Cemetery | Pikesville, Marr 


death 


Burial 3-21-61 


24 FUNERAL DIRECTOR'S SIGNATUI ji a ADD} ESS 25a. REC‘D BY REGISTRAR | 25b. RE! ISTRAR'S. SIGNATURE 
0 Zob betes il Lx Lhatn J __|oaMAR 2 0'61 Chritun de Alias 
ip Sith Palle 7G: De 


TO H 
Bs 


— Page 4 


In by the funeral directar, 


& 


Pages 1 and 2 shauld be filed with 


n 24 haurs ofter 
the State Boord af Health priar ta burial, cremation, ar remaval, and in any event, within 72 haurs after death. 


Then please remave corban papers. 
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tained b 


page 3 shauld be detached far use as the burial-transit permit 


TO HOSPITAL OR A 


=< 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
CERTIFICATE OF DEATH 029 46 


|, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
} OUNTY 0. STATE 


0. C b. COUNTY 
MARYLAND , 
Carroll 
b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN [If outside corporote limits, write RURAL ond give nearest town) 


RURAL ond give nearest town) ~~) * 
mos. 4 Baltimore #5 } 


d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 


Springfield State Hospital _ 941 H. yes (NO 
3. NAME OF First Middle 
DECEASED 
(Type or print) 
S. SEX 6. COLOR OR RACE | 7. B. DATE OF BIRTH 9, AGE (I 
MARRIED [7] NEVER MARRIED [] oa iinteoy 


Female white _|winoweny) —ovorceoD) | 6/24/76 BA ys: 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


14. MOTHER'S MAIDEN NAME 


Julius Hoffus Helena Schutze 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


(Yes, no, of unknown) (iF yer, give wor or dater of 1ervice) 
No Springfield Hospital Records 
1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b}, ond (c)-] INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. 3 s 
ml OFATiMebiate cause (o) Cerebral thrombosis recurrent, _ hours 
t} 


DUE TO 


Conditions, Pony, As o__Arteriosclerotic cardio-vascular disease with : 


gove fi to immediote 
couse (0, stoting the under. ( CUETO ¢ . 
lying couse lost. a auricular fibrillation. years 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{0}]19. WAS AUTOPSY 
yes() NoX] 


20a. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED — | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) {County} (Stote) 
While: an ehile: foctory, street, office bldg., etc.) | 
at work [] ot work [7] i 


21. | certify that (I) (this haspital) attended the deceased fram.. 19.,-..ta 3/5/61. , that (I} (we) last 


saw the deceased alive on... 345/61 ___19 and that death accurred at Ri, Sel the causes and an the date stated abave. 
, 22. DATE 


iG ° SIGNED 
mo. [PHYS °C Bikecror Pr. XD 3/ s/t 61 
22d. ADDRESS 
Agusting del Campo, M.D. _Sy: 
3c. NAME OF CEMETERY ORSEREMRTORY 7d. et {City, town, or rs 7) (Stote) 


We mnontiq (| tneree, 


Ace 
24. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 25a. REC'D BY REGISTRAR 5b. REGISTRAR'S SIGNATURE 
K Cyeck Gon JooU- Cueshe St ‘ paMAR 7 '61 tlt LK Gmial 
"a3 


MEDICAL CERTIFICATION 


¥ 


Page 4 


& i 


"2, should be filed with 
y) 


~ 


Ribynher 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
2964 CERTIFICATE OF DEATH ‘ng neve, OROSE 


2. ble The et (Where deceased lived. If institution: Residence before admission) 
we b. COUNTY Oo 
MBARYLAWO ra ole 
cc. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If autside corporate limits, write RURAL and give nearest tawn} 


EAe WESTMINSTER > 


ad 
ral RI RRTTUNOME {IF not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 


(/ PC LL MARYLAND 


jes an: 


a 


SEN Der. CENTER CV-EXT. |CeWwTER ST. ExT 4 | twa 


Pag: 


A USUAL OCCUPATION (Gi: 


NAME OF First Month Da Year 
(Type oF print) Avec 2] : Ak. 4 Ss x “¥ 
5. SEX 6. COLOR OR RACE |7. maRRieD f ?. ties IF UNDER T YEAR] IF UNDER 24 HRS, 
lost bie 
ALE. WW Bb a TE. |woowe 3 i my 


/e kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 
during most of warking life, even if retired) 


12, CITIZEN OF WHAT COUNTRY? 
AN ITO-R 1A ADDY. Co. MARVLAND MT 
. ER’: 14, MOTHER'S MAIDEN NAME 


Lerbwsde. 22 og82¢002 


1S. WAS. DECEASEDEVER INA SS. ARMED. pete ics sociat SECURITY NO. | 17. INFORMANT Address woe 
{Yes, 0, of unknown) (It ym. give wor or dates of tervice) le “hn 
| LG -O3-S2H, risa BMH: AparuicaeSataeae ded tog, 


Then please remove carbon popers. 


cate has been signed by the attending physician and campletely fi 


ING PHYSICIAN: The low requires that the death certificote be executed within 24 haurs ofter 
Reinaichystien. 
MEDICAL CERTIFICATION 


jaspital ar 
fter this cer! 


Ld 


tained by 
DIRECT 


+ 


poge 3"shauld be detached for use os the burial-transit permit. 


by 
the registrar prior ta burial, cremation, ar remaval, and in any event within 72 haurs after death. 


< TO HOSPITAL OR A’ 


18. CAUSE OF DEATH [Enter anly ane couse per line for (0). (b). and (c)-) INTERVAL BETWEEN, 
PART 1. DEATH WAS CAUSED BY: C0 ONSET AND DEATH 


IMMEDIATE CAUSE (o} 
condiion, tony, whios) gw ABTERIOSCERDTIC CARD OUACCULA 10 YEAES 


DUE TO 
gove rise ta immediate 
cotte (a), stating the under. ( CUETO 


tying cause lost. ©. 
es 
Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}] 19. WAS AUTOPSY 
yes] no] 
20c. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part {or Port Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
ee 
20. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm, 1 20F, (City or town} (County) (Stote} 
Hour a. m. While Not while foctary, street, office bldg., etc.) 
p.m, 19 Jat work ([] ot work [1] i 
p é f LA Ve § , 
21. | certify that | attended the deceased from SPT»... W2F t. LIA KRIS 9b] that | last saw the deceased 
alive an_. FER. UJ oka age and that death accurred at {fy 4 OM, fram the causes and an the date stated above. 
. 


ADORESS (Street, city or town, state) ATE SIGNED 


ra Loho 2k Ju} 


|] 224. LOCATION. ti, town, ar county) (State) 
Ale ys ha Tee " 
GAL LL LES an id 4 oon 
ADDRESS da. REC'D BY REGISTRAR | 24b. rary a ep % 
Sf. : a OM. 
A fit, oard@AR 8 '61 


_ MARYLAND STATE DEPARTMENT OF HEALTH 


al 


BIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND () 2 9 4 8 
2965 CERTIFICATE OF DEATH 
4 eon reer 2. eae RED ENCE (Where deceased pin i sed Residence before admission) 
Carroll SEILAND | Maryland Carroll 
b. CITY OR TOWN (/f outside corporote limits, write . LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporote fi its, ne RURAL ond give nearest tawn) 


RURAL ond give nearest town] 


-- Gist Rural--- Gist 


d, NAME OF HOSPITAL (If not in haspital, give street oddress) || d. STREET ADDRESS 


OR INSTITUTION P. 0. Sykesville 


e. IS RESIDENCE 
ON_A FARM? 


YESX] NO 


r Page 4 

&. by the funeral director, 
ges 
‘degth. 


DIRECTOR: After this certificate has been signed by the attending physician ond completely 


poge 3 should be detached for use as the burial-transit permit. 


Vand 2 shauld be filed with 


Nie 
ae 


|. NAME OF First Middle Lost 


Fea MILLI WHALE 


thin 24 haurs after 


2 Wy Ys. sex 6. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED fA} | 8. DATE OF BIRTH aah Hate 

= J a 
4 A Male ite wipoweD (J vvorceo] August 6 2 1868 § yes. 5 
a ¢ 100. rig ST fo Ma (ive kind fs Sled 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
a5 luging most of working life, even if retired) 
ae Laborer Farm Maryland U. S. A. 
BR 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
5.5 
5.5 
qe Wesley Whalen Louisa ? 
oa. 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT Address 
E (Yas, 90, oF unknown) (UF yer, give war or dates of service) 
2 SSS =e ee ae en eae | MPS ol TS Griswell,_ Sykesville, Md. 
8 £5 
2 1B. ae i nes Lp apa per_line for (0), Py) ond (6) ae 
§ yy /, \ 4 IMMEDIATE CAUSE (a) oF, hinheual vhizebel ce 
= by ae 4 DUE TO 


gave rise to immediote 
couse (0), stoting the under. ( DUE TO 


Gandiionsiranyrwaias te (octeadeaeloaiea Antec ft | Pond 


lying couse lost. () 


ING PHYSICIAN: The law requires that the death certificate be executed wi 


~ 

io] 

= 3 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOJAELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)|19. WAS AUTOS, 

& = 

4 4 ves (J NORE 
a 1 = | 200. ACCIDENT WAS UNDERLYING 1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 18.) 

3 & 1 OR CONTRIBUTING TD CAUSE OF DEATH 

H & (IF EITHER, NOTIFY MEDICAL EXAMINER) 

% & [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, form, | 1 20F. (City or town} {County} (Stote) 
5 ray Haur 0. m. While Not while foctory, street, office bldg., etc. uM 

Ss = ‘ot work [7] ot work 

i 

° 

ae 


gd Mad deceased fram.__ e Ke ——_— wT fl, 19. tf, that (1) (we} last 
bb, and that death occurred 6F 2pm, fram the causes and an the date stated abave. 


ATTENDING MED. 
M.D. | PHYS. birector () 
22d, ADDRESS 


STAFF 
PHYs. () 


f-) 
i} 
® 


23c. NAME OF CEMETERY OR CREMATORY 


Cc 


the State Board af Health priar ta buriol, cremation, ar remaval, and in any even 


may 


TO HOSPITAL OR 
ra 


% TO Fur 


24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


C. M. Waltz, Winfield, Maryland 


250. REC'D BY REGISTRAR 


pare MAR 15 61 


=> 
2a 
RS 

o 


vR 
1s 


cs 
Pons 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


296 gMEDICAL EXAMINER'S CERTIFICATE OF DEATH 02949 


1 PLACE OF sie” 2, USUAL RESIDENCE (Where deceased lived, If Institution: Residence before edmission) 
= CUNY ©. STATE b. COUNTY 


a= SE aT PANS Maryland — Carroll 
b. CITY CetR td caiae corporate limits, | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TO" {If outsida corporate limits, write RURAL end give st town} 


writa RURAL and give nearast town) | 
—Rural. Union Bridge | Rural _ Union Bridge z 
. NAME OF HOSPITAL OR INSTITUTI ist (it not in hospital, give. street address) = ie STREET ADDRESS e. IS RESIDENCE 
ON A FARM? 
s J vesf] No[] 
‘3. NAME OF i ... aL i 4. DATE 7 “Dey >. Vesting 
DECEASED 


| _Mrpe or prin pies Ruben __—sWilhide  —s|_*™*"— March 1352 a 
5. SEK 6. COLOR OR RACE] 7, ee MARRIED [-] | 8 DATE OF BIRTH 9. AGE tn year TFUNDERT YEAR| 1F UNDER 24 HRS. 
Months 


| Deys Hours Min. 

| Male White wivoweD bivorceD [] ‘Sept, 1 1879 Sly | | 
10a. USUAL OCCUPATION (Give kind of work 10b. KIND GF BUSINESS OR INDUSTRY | 11. meta (State or foreign country) "| 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 


_ Retired Farmer Own Farm Maryland _.__| U.S.A. 


13. FATHER'S NAME 14. MOTHER’ op MAIDEN NAME 


Ruben Wilhide Mary Ellen Dern 


/15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT ~ Address 
(Yes, no, or unkown) | {Ifyasgive warordalesofservice) 


NM ir.Albert S. Wilhide, Keymar, Maryland _ 
“| 18, ~ CAUSE OF DEATA [Enter only one cause per lina for (a), “(b), and ( (e).] INTERVAL BETWEEN iN 
ISET AND DEATH 


mA oes Seetl Gustto? Wow 9 0) per [ah 


delay is x ) 


ineral director. Page 


4 


io 


with the State Board of Hea 


-transit permit. File pages 1 and 2 


\ 


gave rise to immedi: 
(a), stating the ui 
cause last 


a) 19. WAS AUTOPSY 
PERFORMED? 


be used as a buri 


yes [] No x 
20a. EXTERNAL CAUSE WAS —__—|_20b. DESCRIBE HOW INJURY OCCURED. {Entar nature of injury in Part | or Part of item 78.) a = 
or CONTRIBUTING [1] 


ear Secrsppliersd Cypsp or Weuny » Hepp 


20¢,, TIME OF INJURY Month, Day, INJURY OCCURRED | 20e. PLACE OF INJURY Cee Form 9 204 j. (Clty oF town) FEAL 
Not While ory, street, offica bldg., 
ar Ol |e jaf work [_] at work Ponte Ne 


21. I certify that | took charge of the remains described above, held an Autopsy im} Inspection i Inquiry q and in my opinion 
death resulted from: Natural causes ‘a Accident i} sic Homicide fi) Undetermined manner ‘| 

CHIEF MEDICAL EXAMINER [—] 3/ $L6/ 
ASSISTANT MEDICAL EXAMINER [_] D. SIGNED 
DEPUTY MEDICAL EXAMINER [_] 


Address (Street, clty, town, or county} AAKRD! gb. Ce 


] 2c. NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City, Sas country) 


MEDICAL CERTIFICATION 


M.D. 
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or its designated agent, prior to burial, cremation, or removal, and in any event within 7: 


TO FUNERAL DIRECTOR: Page 3 shoul 


ADDRESS 24a. REC'D BY REGISTRAR | 24K, REGISTRAR'S SIGNATURE 


pare MAR 15 '61 Cnthun £ Mian 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of Bye CAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


FOR STAT EDICAL EXAMINER’S CERTIFICATE OF DEATH S0n } 
HEALT, T. 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: A po — 


ce @. COUNTY y - 
F; a 2 Poi Med 8. STATE Mp b. COUNTY B ALTO tg 
‘ b. SHRER (if outside egeorets inl ¢, LENGTH OF STAY IN 1b . CITY OR TOWS (If outsida corporate limits, write RURAL and give nearest town) 
write ive nearest town), — 
ae URAL EsrMmivSleR (VES Vici 03x 
=e d. NAME OF HOSPITAL OR INSTITUTION (if not in hospilel, give stroet address) d. STREET ADDRESS a ry a e Te yt 
4 
85 x é i pice ae | Fos WyirpsoR 7d. _|wstvet 
3. 7 j . ‘First ~~ Middle = = + TP eh _ ~ Month z * “Day Si ae 

¢ CHARLES  HowsRD. Wisow | = 5 10 wt 


‘S. SEX 9. AGE (In years | IF UNDER 1 YEAR 


st birthdey) |Monihs| Deys 
yn. 


11. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME t WAG be U aa HAA 
Boal feewaldsan Wilsey\ Perniee Ye hips pe L broek 


‘AS DECEASED EVER 5. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT 
ql 
nia 
03 windsor hf 


(Ifyas give warordetasofservice) | Ake hig = k i bit hee ii 4g 


7. MARRIED [_] NEVER MARRIED [JQ] | 8 DATE OF BIRTH 


_| wivowen [7] Divorced [_] X- 13-4 uf 


10b. KIND OF BUSINESS OR INDUSTRY 


Tf UNDER 24 HRS. 
Hours | Min. 


Toa. USUAL OCCUPATION (Give ki 
dona during most of working life, 


> Tw DENT 


2, and 3 to’ 


ithin 72 hours after deat! 


(Yes, no, or unkown) 


18. CAUSE OF DEATH [Enier only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY é allie 
IMMEDIATE CAUSE i PRAL TURE i) ce Ie it ss Min. 


” 
/ WE DUE TO ery Py or eed 

Conditions, it eny, which (b) / 77A PF Qu. hed. 1) en i = — 

gave rise to immediete couse 

(e}, stating the underlying DUE TO 

cause fast, (e) 


y ), writing the word “pending” in pencil in Item 18. Give Pages 1, 
should be forwarded to the Chief Medical Examiner's Offica along with form PM3. Page 5 may be retained for your files: 


Ss PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN TN PART Ve} 19. WAS AUTOPSY 
= —$—<—$<—<—$$— PERFORMED? 

Ee 
ra ves [-] No! 
© | 200. EXTERNAL CAUSE WAS ~] 20b. DESCRIBE HOW INJURY OCCURED. (Entar nature of injury In Part I or Pert Il of item 18.) 
5 PRIMARTRA or CONTRIBUTING [I 

“AUSE EATH. : - 

: NST Riek by pure meg re a 

3 20c. TIME OF INJURY Month, Dey, 20d. INJURY OCCURRED# 200. PLACE OF INJURY Nets iit | 20f. (City or town) (County) (State) 
5 While __Not While jg factory, street, office bldg., ate.) | 
= p.m, = (Dig GF lat work [5] ot work i i i 


21. I certify that | took charge of the remains described above, held an Autopsy im} Inspection and in my opinion 


death resulted from: Natural causes im} Accident S| Suicide ‘iad Homicide oO Undetermined manner Oo 
CHIEF MEDICAL EXAMINER [_ ] 
wp, ASSISTANT MEDICAL a DATE SIGNED 


2 | BaRREY Thoms Ts Mp Repl turns ayen een SHrof 


@ EXAMINER: This certificate should be executed within 24 hours after death 


certificate, 


a the 


TY MED) 


FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 and 2 with the State Board of H. 


or its designated agent, prior to burial, cremation, or removal, and in any 
~~ 


= |] 22b. DATE THEREOF Ze, | RY OR CREMATORY 22d. LOCATION (City, fown, or country) —‘(State) 
geet y 1% -Ll Ju bed Lawn Wocd LAwo 142 
He en: X 23. FUNERAL DIRECTOR \j 7] ‘ADDRESS Ls 240. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
nop Saal. t/) Gevall Ai efees sl Llu parMAR 1.3 '61 nth o£, Hrnsrts 


MARYLAND STATE DEPARTMENT OF HEALTH 


2,9 6 Borvision oF staTisTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 0295] 


i. Lara Yale ae asa — {Where deceased lived. If institution: Residence before admission) V ‘ 
o. CO! o. b. COUNTY 
MARYLANI 
Carroll ATEN. Ma 
b. CITY OR TOWN {If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside cosporote limits, write RURAL ond give nearest town) 
RURAL and give nearest town) — v 0 / 
Sykesville 3mos,22days Baltimore bad 


d. NAME OF HOSPITAL {If not in hospitol, give street oddress) d. STREET ADDRESS e. 5 Ape 
OR INSTITUTION FARM? 


Springfield State Hospital _ 5106 Liberty Heights Ave. YC) Nom 
bs, 9 oa First Middle Last 4. ae Month Doy Year 
(Tyae\aripcint)| Ella Wohlers DEATH March 2; 19 61 

. SEX 6. COLOR OR RACE |7. MARRIED [7] NEVER MARRIED [} | 8 DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS 


lost by c i 
Female White wioowep X] pivorcto [) 1865 = | a Meg) DS er aii 


10a. ae OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


area pps life, even if retired) a’ Maryland USeks 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Unknown Unknown 


1S. WAS DECEASED EVER IN U. S$, ARMED FORCES? |16. SOCIAL SECURITY NO. }17. INFORMANT Address 


Poeere.. i k eis = Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for (0), {b), ond (<)-] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: frsbie 2a 
; IMMEDIATE CAUSE (o) Bronchopneumonia Two days. 
; + 23 DUE TO 
2 . 
Conditions, if ony, which is Arteriosclerotic cardiovascular disease with 
Berane ie tadert 2 DUETS atrial fibrillation and failure. 
lying couse lost. © 


gv I. OTHER SIGNI, ate wit IS CONTRIBUTING JO DEATH BUT NOT RELATED TO TI E with De Sn GIVEN IN PART (0) | 19. pala AUTOPSY 
C.B.5, associ. ed ws cere brat arteriosclerosis psychtbec a8 eo om 


mi 


oe 4 


In by the funeral directar, 
and 2 shauld be filed with 


eo 
= 
ral 


\ 


Page: 


Her 
“f 


Then please remove carban papers. 


9 


transit permit. 


the State Board of Health prior to burial, cremation, ar removal, and in ony event, within 72 hours af 


200. ACCIDENT WAS. ee Oo = DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, Doy. Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City of town) (County) (Stote) 
Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
p.m. v jot work [} ot work [7] t 


21. | certify that (1) (this haspital) attended the deceased from. Nove 10, 1960, :March_2, GDL, thet (I) (we) last 


saw the deceased alive an. ch 1, __ 196; __and that death accurred at325@AMom the couses and an the date stoled abave. 
220. SIGNATURE fi ‘22%b. DATE 


ATTENDING. MED. STAFF 
M.D. | PHYS. CO __ Director PHYS. 3) 


Tay GA's ‘@d. ADDRESS 
Or) peustin delCampo, M.U, 


230. BURIAL, CREMATION, | 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {Stote) 
REMOVAL (Specify) 


“ hk. 1961. epre ne eym—d 


B 
24, FUl yey DIRECTORS BISNATIRE ‘2S0. REC'D BY REGISTRAR Sb. RAR'S SIGNATURE 


Wi Dh A viAcagresh 4204 Ridgewood Ais man 3 '61 


hespitol or attending physician. 
MEDICAL CERTIFICATION 
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DIRECTOR: After this certificate has been signed by the attending physician and campletely fi 


LOR AT 
ined by tl 


moy fy 
TO FUNi 


TO HOS: 


-< 
La 
Ge 


MARYLAND STATE DEPARTMENT OF HEALTH 


2gk IN OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 02952 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If insiution: Bgsidence befare edmision) 
aes LTA LL MARYLAND : soem 
B. CITY OR TOWN (IF outside Corporate limits, write | ©. LENGTH OF STAY IN 1b “CITY OR TOWN fff outside corporate limits, write RURAL and give nearest town) 
RURAL ong give neores! ta ig 
WLaA4? Ah, I\ hls Z. : 


d. NAME OF HOSPITAL (If nat in hospital, give street address) REET ADDRESS e. IS RESIDENCE 


d. 
OR INSTITUTION { ON A FARM? 
Lil gal Lge Lh til tite ike = 


. NAME OF First Middle A 4. jus Day Yeor 


treo LLL Le PREDEFOICK VIN GL / NE | Sam 


: SEX 6. COLOR OR RACE |7. MARRIED EATEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In years [FUNDER 1 YEAR] IF UNDER 24 HRS. 


‘ last birthday} 
AE fi boos ,_ |winowen [) pivorcep [] Le, LEI6 bwin 
41. BIRTHPLAC! ite 


Z| 10a. USUAL OCCUPATION [Give kind af wark dane| 10b. KIND OF BUSINESS OR INDUSTRY or oon country) 12. CITIZEN OF WHAT COUNTRY? 


laud forsale” Leu ly Pd |US@. 


13. FATHER'S NAME // 14. MOTHER'S MAIDEN NAME 
¢ 


‘DECEKSEO EVER . SBR SECURITY NO. |17. INFORMAN 
% Wee ‘or unknown) | (iF yes, 6 . 


—_— 


18. CAUSE OF DEATH [Enter anly ane cause per Ji . bE Nien at BI eee 
PART I. DEATH WAS CAUSED BY: 4. 
es IMMEDIATE CAUSE (o} 


a re 
= ) DUE TO | v4 


—" 


irectar, 


by the funeral 


Then please remove carban popers. Pages 1 and 2 should be filed with 


4 haurs after; 


4 


¢ death. 


Canditians, if affy, which eo 
dik thane Hine 
cause (a), stating the under. ( DUETO 
lying cause last. @ ; 

Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 10 Beagft BUT NOT RELATED 10 THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o1 M9. WAS AUTOPSY 


yes) no) 


, or removal, and in any event, within 72 — 


MEDICAL CERTIFICATION 


= 


q 


The law requires thot the deoth certificate be executed wit! 


200. ACCIDENT WAS UNDERLYING [7 ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il af item 18.) 
OR CONTRIBUTING [} CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City ar tawn} (County) (State) 
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